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Three Hundred Cases of Periarthritis of the Shoulder, 
With X-ray Findings of One Hundred* 


Jacos GrossMAN, M.D. 
CHIEF OF THE ORTHOPEDIC CLINIC LEBANON HOSPITAL, JR. ADJUNCT ORTHOPEDIC SURGEON LEBANON HOSPITAL 


New York 


This paper is based on the study of three hundred 
cases of stiff, painful shoulder, one hundred of these 
cases having been subjected to x-ray examination. 
Patients who presented themselves with a history 
of having more or less stiffness of the shoulder, which 
stiffness was accompanied by pain especially when 
certain movements were performed, were classed as 
painful shoulder cases. The movements that were 
more frequently accompanied by pain and stiffness 
were inward rotation and abduction. Movements in 
other directions, flexion, extension, adduction and 
outward rotation were, as a rule, free and painless. 

Of the one hundred patients whose shoulders had 
been subjected to +#-ray examination, in only two 
were calcareous deposits present in the region of the 
subdeltoid bursa. One of these patients also had 
2 calcareous deposit on the normal side. The cal- 
careous deposit was more extensive on the side which 
was normal. The stiffness and painful movements 
disappeared with proper treatment, in spite of the 
tact that the calcareous deposit still persisted. The 
cther patient who had a calcareous deposit in the 
region of the subdeltoid bursa, had limitation of mo- 
tion and pain which were out of proportion to the 
size of the deposit. The calcareous deposit was very 
extensive and the symptoms were very mild. The 
other ninety-eight patients showed no change in the 
region of the subdeltoid bursa as far as the +-ray 
could determine. From these findings the logical 
conclusion one can arrive at, is, that the calcareous 
deposit occurs seldom and when it does occur, it has 
very little influence upon the extent and severity of 
the clinical picture. 

Etiology 
The cases have been divided into two main groups, 


the first includes those patients who have been sub- 
jected to #-ray examination and the second, those 


_— 


* Paper read at a meeting of the Bronx County Medical Society. 


who have not been subjected to +-ray examination. 

There were one hundred cases in the first group and 

two hundred in the second. These groups were fur- 

ther subdivided as follows: 

First Group: One Hundred Cases Subjected to X-Ray 
Examination 

Thirteen of these cases were between the ages of 
eighteen and thirty years. There were four males 
and nine females. There was no history of previous 
injury in any. Six had involvement of the right 
shoulder and seven of the left shoulder. The x-ray 
findings in all were negative. 

Twenty-one cases were between thirty-one and 
forty years of age. Four were males and seventeen 
were females. Three gave a history of previous in- 
jury and eighteen could not remember any definite 
injury. Eight had involvement of the right shoulder, 
ten of the left and three of both. The x-ray findings 
were negative in all. 

Twenty-nine patients were between forty-one and 
fifty years of age. There were seven males and 
twenty-two females. Five gave a history of pre- 
vious injury and twenty-four could not remember 
any definite injury. Twenty had involvement of the 
right shoulder, six of the left and three of both. There 
were two patients in this group in which the +-ray 
disclosed a calcareous deposit. 

Eighteen cases occurred between the ages of fifty- 
one and sixty. Six were in males and twelve in fe- 
males. Six gave a history of definite injury to the 
affected shoulder. Twelve could not remember any 
definite injury. Six had involvement of the right 
shoulder and twelve of the left. The x-ray findings 
in all were negative. 

Seventeen cases occurred between the ages of six- 
ty-one and seventy. Five were in males and twelve 
in females. Five gave a history of previous injury 
to the affected shoulder and twelve could not re- 
member any definite injury having been sustained. 
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Thirteen had involvement of the right shoulder and 
four of the left. The x-ray findings were negative 
in all. 

Two cases occurred between the ages of seventy- 
one and eighty years. Both were in males. Both 
gave a history of previous injury to the affected 
shoulder. Both had involvement of the right shoul- 
der. The x-ray findings were negative in both. 

The summary of the findings of this group fol- 
lows: 

The youngest patient was eighteen years of age 
and the oldest was eighty. The greater number oc- 
curred in females, there being seventy-two women 
and twenty-eight men. Twenty-one gave a history 
of a previous injury and seventy-nine could not re- 
member any definite injury. In spite of this large 
number not remembering a definite injury, the writer 
feels that injuries play important roles in the produc- 
tion of stiff, painful shoulders. Perhaps the reason 
so few patients give a history of a previous injury 
is that the majority sustain trivial injuries, frequently 
repeated. At the time of occurrence of this injury 
little suffering is experienced for the time being and 
it is therefore readily overlooked. Frequent occur- 
rence in daily occupation or otherwise eventually 
results in sufficient pathological changes in the sub- 
deltoid bursa, with consequent production of painful 
shoulder. 

The right shoulder was more commonly involved, 
fifty-five patients having involvement of the right, 
thirty-nine having involvement of the left and six 
having both shoulders involved. The x-ray findings 
were negative in ninety-eight cases and calcareous 
deposits were found in two. 


Second Group—Two Hundred Cases Not Subjected 
To X-Ray Examination 

Twenty-nine of these cases were patients who 
were between eighteen and thirty years of age. 
There were seven males and twenty-two females. 
Five gave a history of previous injury and twenty- 
four could not remember having sustained any in- 
jury. Seventeen had involvement of the right 
shoulder, nine of the left and three of both. 

Thirty-four were patients between the ages of 
thirty-one and forty. There were eight males and 
twenty-six females. Two gave a history of previous 
injury and thirty-two could not remember any defi- 
nite injury. Fifteen had involvement of the right 
shoulder, nine of the left and ten of both. 

Fifty-eight were patients between the ages of forty- 
one and fifty. There were six males and fifty-two 
iemales. Thirteen gave a history of previous injury 
and forty-five could not remember any injury. Thir- 
ty-two had involvement of the right shoulder, twen- 
ty-three of the left and three of both. 

Forty-one were patients between the ages of fifty- 
one and sixty. There were seventeen males and 
twenty-four females. Nine gave a history of a pre- 
vious injury and thirty-two could not remember any 
injury. Twenty-four had involvement of the right 
shoulder and seventeen of the left. 

Thirty-four patients were between sixty-one and 
seventy years of age. Eighteen were males and six- 
teen were females. Twelve gave a history of a pre- 
vious injury and twenty-two could not remember any 
definite injury. Twenty-one had involvement of the 
right shoulder and thirteen of the left. 

Four patients were between seventy-one and 
eighty years of age. Two were males and two were 
females. Two gave a history of a previous injury 
and two could not remember any definite injury. 
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One had involvement of the right shoulder and three 
of the left. 

The summary of the findings of this group follows: 
The youngest patient was eighteen years of age and 











(BAER) 


igure 1. Subdeltoid Bursa. (Baer) 
. Clavicle. 


F 

A 

B. Coraco-Acromial ligament. 
C. Acromion Process. 
D 
E 
F. 


. Subdeltoid Bursa. 
. Coracoid Process. 
. Deltoid Muscle. 


the oldest was eighty. The greater number occurred 
in females, there being one hundred and forty-two 
in women and fifty-eight in men. Forty-three gave 
a history of previous injury and one hundred and 
fifty-seven could not remember having sustained an 
injury. The right shoulder was more often involved, 
there being one hundred and ten of the right, seventy- 
four of the left and sixteen of both. 

The summary of the series of three hundred cases 
follows: 

The youngest patient was eighteen years of age 
and the oldest was eighty. Two hundred and four- 
teen occurred in women and eighty-six occurred in 
men. Sixty-four gave a history of having sustained 
@ previous injury and two hundred and thirty-six 
could not remember any definite injury. One hun- 
dred and sixty-five patients had involvement of the 
right shoulder, one hundred and thirteen of the leit 
and twenty-two of both. 

The traumatism in those patients who gave a his- 
tory of definite injury was usually severe. They sus- 
tained falls, striking upon the affected shoulder or 
upon the outstretched hand. The clavicle, surgical 
neck or greater tuberosity of the humerus were usual- 
ly the site of fracture. In those who could not re- 
member any injury, the traumatism may have been 
very mild but frequently repeated. Housewives of- 
ten have very strenuous duties to perform, during 
which they often sustain mild traumatisms and in 
their haste often overlook them. Most of these cases 
were in housewives, who undoubtedly received mild 
traumatisms frequently repeated until eventually they 
were obliged to seek relief for stiff, painful shoulders. 
Most of them gave a history of the condition having 
been present a long time, being mild at first and 
gradually becoming worse. Sweeping rugs, pushing 
heavy furniture, pulling overloaded clothes lines, 
reaching for objects, lifting heavy objects, washing, 
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scrubbing floors frequently repeated may eventually 
lead to stiff, painful shoulder. Strap hanging in the 
street cars, swinging on flying rings, throwing a 
baseball, in other words repeated abduction of the 
arm with compression of the subdeltoid bursa be- 
tween the greater tuberosity and the acromion may 
also produce painful, stiff shoulders. Occupations 
such as cello-playing, violin-playing, hammering, ma- 
chine operating may be other traumatic causes. 

In a number of these patients, particularly the 
middle aged and older ones, pyorrhea alveolaris was 
present. Whether the presence of this condition had 
any bearing on the production of the painful, stiff 
shoulders or in any way pretlisposed the patient 
to being the recipient of their affection, was very 
difficult to determine definitely. However, with the 
absence of any other tangible etiologic factors, it can 
be assumed that the painful, stiff shoulders may have 
been the result of an infection of the subdeltoid bursa, 
the focus of infection being in the teeth. 


rig. 2 
Pathology 


The essential pathological lesions, found singly or 
combined are inflammation of the subdeltoid bursa 
with or without swelling and usually without calcare- 
ous deposits. Occasionally there is more or less 
laceration of the spinati tendons, associated with 
swelling, hemorrhage, granulation tissue and necro- 
sis of these tendons. A thickened bursa may be pres- 
ent. 

_ When present, the calcareous deposit occurs not 
in the bursa, but beneath it, in or in and upon the 
supraspinatus tendon, or occasionally in the infra- 
spinatus near its insertion. This calcareous deposit 
is a dry, gritty substance composed of rough, sand- 
like granules resembling in color and appearance, 
shad-roe. Larger masses composed of calcium and 
cther substances are present. In other cases the 
deposits may be semifluid and “wen-like,” not cysts, 
in that no limiting membrane exists, although their 
contents are chiefly broken down cellular material. 
_ The calcareous deposits appear as a shadow which 
is close to or even in contact with that of the greater 
tuberosity of the humerus, but may be away from 
the tuberosity in line with the supraspinatus or wide- 
ly separated from the bone margin. The size of the 
shadow varies, is usually single, though it may be 
multiple and corresponds with the amount of salts 
present. 

Symptomatology 

To prevent undue irritation from the impringement 
of the bones at the acromial and coracoid processes 
curing use, bursae exist and are of much importance 
in the understanding of the clinical phenomena met 
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with at the shoulder joint. The subacromial or sub- 
deltoid bursa is one of the largest bursae in the 
body. Above, it is adherent to the under surface of 
the acromion process and coraco-acromial ligament 
and thence it is reflected on to the joint capsule. Be- 
low, it is adherent to the inner surface of the del- 
toid, extending fully one and a half inches distal to 
the greater tuberosity. Anteriorly and posteriorly, - 
it encircles almost half the circumference of the hu- 
merus and is attached by its under surface to the 
bone, joint capsule, biceps sheath and the tendons 
of the subscapularis and the spinati (Figure 1). 

In raising the arm from the body at the side the 
surfaces of this bursa glide over each other and if 
for any reason the bursa becomes inflamed this mo- 
tion will be attended with pain. If such inflamma- 
tion exist or adhesions have formed motion will be 
limited. This bursa because of its exposed position 
is especially liable to injury and is undoubtedly the 
cause of many cases of periarthritis. 





rig. 2 


At the coracoid process a bursa, the subcoracoid 


or coracobrachialis, also exists. This is situated be- 
tween the tip of the coracoid process and the outer 
surface of the capsule of the shoulder joint as it ex- 
tends to and over the lesser tuberosity of the humer- 
us. While this bursa is less exposed to external vio- 
lence, it is much more liable to injury, because much 
of the use of the arm in the common attitudes which 
are assumed subjects this bursa to irritation by pres- 
sure of the lesser tuberosity of the humerus against 
the coracoid process. 

Should these bursae become inflamed or injured, 
the clinical picture is characteristic and of much im- 
portance. When the subdeltoid bursa is involved the 
pain is usually referred directly to the location of the 
bursa or over the distribution of the deltoid muscle, 
frequently to the attachment of this muscle to the 
humerus. The limitation of motion under such con- 
ditions is, as would be expected, abduction or the 
raising of the arm from the body at the side with 
rotation being most marked. 

Since both the supraspinatus and the deltoid mus- 
cles are concerned in making this motion and since 
the bursa lies between these, outside of the tendon 
of the supraspinatus, which is a part of the upper 
portion of the capsule of the shoulder joint and un- 
der the acromion process as well as the deltoid mus- 
cie, this limitation is easy to understand. 

Flexion or extension of the arm without raising 
it from the side is as a rule quite free and rotation 
unless adhesions are present, if performed without 
raising the arm, may be but little limited. Rotation 
with abduction of the arm will be limited, since 
in this motion the bursal membranes are compressed 
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between the acromion process and the greater tu- 
berosity of the humerus, as well as strained from the 
pull of the supraspinatus and deltoid muscles. If 
adhesions have formed the motion will be constantly 
limited in the directions indicated and the extent of 
the limitation will depend upon the adhesion forma- 
tion. If the cavity of the bursa is wholly obliterated 
. all rotation and nearly all abduction at the shoulder 
joint will be impossible. Even when the bursal sac 
has been quite obliterated flexion and extension of 
the arm in an antero-posterior plane with the arms 
at the side may be quite free. 

With the subcoracoid bursa as the result of pos- 
ture, such as occurs when the shoulder is habitually 
carried forward (round or stoop shoulder), the lesser 
tuberosity of the humerus. rests against the tip of 
the coracoid process and in many occupations the 
arm is used so that these two bones are in contact 
more constantly or with more force than is normal, 
under which circumstances the bursa becomes in- 
flamed exactly in the same manner that the pre- 
patellar or the olecranon bursa becomes inflamed in 
occupations or postures in which these synovial sacs 
are injured or repeatedly strained. Because of the 
position of this bursa and its almost constant use in 
motions of the shoulder it is undoubtedly more often 
inflamed or affected by violence than any of the other 
bursae about the shoulder joint. 

If such an inflammation occurs, thére will be pain 
and sensitiveness, with limitation of motion during 
the acute stage, with either an entire disappearance 
of the symptoms as the inflammation subsides or if 
there may be an entire disappearance of pain and 
adhesions have formed as a part of the inflammation 
tenderness, but limitation of motion will persist. 
This limitation of motion at the shoulder joint, when 
caused by adhesions, is such as one would expect if 
the anterior part of the capsule of the joint were 
attached to the coracoid process. Such an adherence 








FIG. 3. 


B. P. 48 years, right shoulder, no injury. 


of these structures would not interfere materially 
with flexion or extension of the arm as long as mo- 
tion is made in an antero-posterior plane, or with rais- 
ing the arm from the side, provided the motion is 
made in a purely lateral plane, because in all these 
motions the subcoracoid bursa is comparatively little 
used. 

If, however, rotation is attempted, either with the 
arm at the side or when the arm is raised, limitation 
is at once apparent, because in rotation the lesser 
tuberosity of the humerus must either glide over or 
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move away from the coracoid process and it is ap- 
parently to allow this motion without friction that 
the bursa is provided. 

If the surfaces of the bursa are adherent or in- 
flamed, the limitation in this motion would naturally 
be expected. It is this limitation that makes diffi- 
cult the putting on of a coat, the dressing of the 
hair, the fastening of the bands of shirts, all of which 
involve movement of these bones in rotation one 
upon the other. Other motions, however, may be 
freely made, because in these, the lesser tuberosity 
of the humerus and the coracoid process do not ma- 
terially change their relations. 

If an inflammation of this subcoracoid bursa has 
once taken place and if adhesions have formed, the 
character of the shoulder joint motion must neces- 
sarily be changed. If the adhesions are few or the 
membranes are not held tightly together, the change 
may be slight and of comparatively little importance. 
If, however, the adhesions are firm and as often is 
the case, the bursal cavity is entirely obliterated as 
the result of a general adhesion of the two surfaces, 
this change then becomes of much importance, since 
it means that the tip of the coracoid process becomes 
the center about which all of the shoulder joint 
motions must be made. 

In flexion or extension the head of the humerus 
can no longer glide under or away from the coracoid 
as is normal, but the head of the humerus must slide 
in and out of the glenoid cavity, the amount of this 
motion being limited by the capsule and the “bony 
structures. Rotation will not only be limited more 


than other motions, but if the adhesions are firm 
outward rotation of the arm will be impossible, since 
in this head of the bone is simply pressed more 
firmly against the bottom of the glenoid cavity. In 


inward rotation what little motion may be present is 
the result of lifting the head of the bone out of the 
glenoid cavity, the coracoid process acting as the 
fulcrum over which the bone is drawn. In both of 
these motions it is to be remembered that even though 
the limitation just described may be marked, the 
motion at the acromio-clavicular articulation and the 
movement of the scapula over the ribs may com- 
pensate for this limitation to a moderate degree. 

If now such a condition exists and for any reason 
the capsule of the shoulder is relaxed it is at once 
apparent that the stability of the joint must be still 
further lessened. Under such conditions if the arm 
is raised upward and at the same time rotated, dis- 
location of the head of the humerus is an almost 
natural result. In such movement the bone is simply 
lifted out of the socket and if at the same time there 
is violent muscular effort of any of the muscles, 
especially if the biceps acting through the long head 
are thrown into spasm, dislocation is to be expected. 
Since the lesser tuberosity of the humerus remains 
in contact with the tip of the coarcoid process, the 
displacement will be with the humeral head under the 
coracoid process, the subcoracoid or anterior posi- 
tion. 

Of the subjective symptoms commonly present in 
these cases, pain is one of the most common and this 
may be referred definitely to the region of the bursa, 
or if the inflammation is more general or extensive 
the distribution of the pain will also be more general. 
If the coracoid bursa is the one involved, pain 1s 
usually located just outside of the tip of the coracoid 
process. At times pain is referred to the deltoid re- 
gion or down the arm, the region of the attachment 
of the deltoid to the humerus being a common place, 
or along the course of the ulnar nerve. Occasionally 
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the whole arm and hand are painful and associated 
with this there may be disturbances of the circula- 
tion, the whole condition appearing like a true neu- 
ritis. If there is active inflammation of either the 


Fig. 4, Case 1.—Demonstrates limitation of abduction in the right shoulder 
and free abduction in the left shoulder. 
subcoracoid or the subdeltoid bursa, pain will be 
present as long as the inflammation continues, but it 
will be aggravated by use or those positions in which 
strain is brought upon the inflamed parts. If, how- 
ever, no true inflammation exists, then the pain, which 
may be very severe at times, will be relieved or ag- 
gravated by change of position. Under such circum- 
stances the pain is often most severe at night, usually 
coming on in paroxysms and being relieved by 
change of position. The reason for this is readily 
apparent when the mechanical and anatomical con- 
ditions which have previously been described are 
recognized. Before sleep the arm is placed in some 
position of ease, usually with the forearm across the 
body, with the patient upon the back. In this posi- 
tion the elbow and upper arm are not supported, 
but depend upon the position of the forearm and the 
contraction of the muscles for the preservation of 
this posture. In sleep the muscles relax, the arm and 
elbow drag down to the side, the forearm being drawn 
off its position upon the front of the body until the 
elbow and arm rest upon the bed. In this movement 
the arm is rotated outward and this must strain the 
sensitive area. If this strain continues the patient 
finally awakens and it is not until the position is 
changed that the pain is relieved. Support of the 
elbow so that this rotation can not take place usual- 

ly prevents pain due to this cause. 


Differential Diagnosis 


Fractures of the tuberosity and of the anatomical 
and surgical neck of the humerus are always re- 
sponsible for painful and disabled shoulder-joints. 
They are accompanied by ecchymoses and swelling 
on the inner side of the arm. Fracture of the lesser 
tuberosity of the humerus is occasioned by the same 








: Fig. 5 : Fig. 6 
Benj. K.—Fracture of the surgical neck of the Fracture of the greater tuberosity of the hu- 
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accident as produces injury to the subdeltoid bursa, 
i. e., by falling on the fully extended hand or a direct 
blow to the shoulder region. The diagnosis of frac- 
ture of the lesser tuberosity reveals tenderness over 
the seat of the facture and later by ecchymosis ex- 
tending down the tendon of the biceps to the elbow. 
Finally the x-ray will usually confirm the diagnosis. 

Inflammation of the sheath of the biceps tendon is 
manifest by pain along the course of the long head of 
the biceps, the abductors and the external rotator 
muscles of the arm. Pain at the beginning of abduc- 
tion suggests inflammation of the sheath of this ten- 
don, the pain in abducting the arm in instances of sub- 
deltoid bursitis, being limited to about ten degrees. 

Paralysis of the circumflex nerve is often incor- 
rectly diagnosed as subdeltoid bursitis or even as 
fracture of the lesser tuberosity of the humerus. In 
circumflex paralysis there is marked atrophy of the 
surrounding structures, inability to raise the arm; the 
paralysis can be verified by electrical tests. When 
the arm cannot be directly elevated, i. e., brought at 
right angles to the trunk and later, when an appre- 
ciable space may be demonstrated between the hu- 
meral head and the acromion, it is evidence of paraly- 
sis of the deltoid. When outward rotation of the 
humerus is impaired, the infraspinatus muscle (the 
important external rotator muscle of the humerus) 
and the teres minor muscle are paralyzed; the former 
is supplied by the suprascapular nerve, the latter by 
the circumflex. 

Arthritis of any variety must be thought of; in 
arthritis the movements are usually limited in every 
direction, the tenderness is more extensive and fi- 
nally the x-ray will assist in excluding the possible 
presence of this condition. 

Finally sprain of the shoulder, fracture of the 
clavicle, fracture of the scapula, tuberculosis of the 
shoulder-joint, acromio-clavicular arthritis must all 
be thought of in arriving at a final diagnosis of per- 
iarthritis. 

Treatment 


Once it is recognized that the stability of the 
shoulder joint becomes less as it is carried forward 
or droops, together with the fact that abnormalities 
of the coracoid and the acromion processes in this 
forward position distinctly interfere with motions 
which in the upright position could be freely made 
and furthermore that in this forward position the 
subcoracoid bursa may be compressed between the 
lesser tuberosity of the humerus and the coracoid 
process and the axillary contents especially the 
rerves, may be crowded against the ribs, the first re- 
quisite in treatment consists in changing this forward 
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Fig. 7. D. N.—Fracture of the great tuberosity 
of the humerus. 


right humerus sustained while the right merus, which may give rise to a periarthitis of 
shoulder was forcibly manipulated for limita- the shoulder, and which may be confused with 


tion of abduction, the result of a periarthritis. 


acute subacromial bursitis. 
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position of the shoulder so that the body ‘is erect. 

In this position the relations between the coracoid 
and the acromion processes and the humerus are 
such that there is no undue pressure one upon the 
other, the axillary contents are not compressed, the 
stability of the shoulder joint is increased and dis- 
placements are difficult of occurrence. 

In the irritation or inflammation of bursae, espe- 
cially the subcoracoid, if no adhesions are present 
the mere change of attitude may cause marked re- 
lief at once. At other times when inflammation is 
more severe relief is not as immediately noticeable, 
but if an erect position is maintained the compres- 
sion of the bursa which must occur in a forward po- 
sition is no longer present and the inflammation 
gradually subsides. If adhesions are present pain 
is sometimes increased in the attempt to hold the 
shoulder back, since in this position the adhesions 
are stretched. Under such conditions or whenever 
adhesions are present, these should be overcome if 
we are to expect normal use of the arm. In case 
such a procedure is contemplated when there is much 
inflammation of the bursae as shown by acute pain 
and tenderness, it is well to keep the arm quiet for 
a few days until this has lessened before the mani- 
a few days until this has lessened before the manip- 
ulation is undertaken. 

In the manipulation if restriction in motion is at 
all marked, an anesthetic should be used and as only 
a few moments are required, nitrous oxide is usually 
sufficient. The limitation of motion where the sub- 


coracoid bursa is involved, is chiefly in rotation, but 
in the manipulation rotation should not be attempted 


at first, as the adhesions are often so firm that a 
spiral fracture of the humerus may result. Whether 
the subacromial or subcoracoid bursa, either one or 
both, the manipulation is similar. The arm should 
first be flexed and extended in the antero-posterior 
plane as much as possible and should then be raised 
from the side, one hand grasping the elbow, the 
other holding the shoulder so that the scapula does 
not move. After a right angle with the body has 
been reached the arm should be carried higher and 
should at the same time be rotated outward until 
when it is vertical it is outwardly rotated to the full 
normal amount. In this combined rotation and ab- 
duction the bursal membranes must be separated 
with rupture of the adhesions and the force is ap- 
plied in such a way that there is no danger of in- 
jury to bone. After this motion has been made, then 
both inward and outward rotation of the arm at the 
side should be tested and while this will usually be 
possible to the full amount, if any adhesions remain, 
they can be easily overcome. 

After full motion has been obtained in either of 
these bursal conditions the shoulder should be held 
fully extended so that the scapula rests upon the 
ribs at the back. This can be best accomplished by 
adhesive strapping. If for any reason this is not 
available, then bandages or sandbags should be used 
for the same purpose, recognizing that in this posi- 
tion with the shoulder thrown back the surfaces of 
the bursae are separated and consequently the lia- 
bility of fresh adhesions forming is reduced to the 
minimum. Quiet for a day or two should be en- 
couraged and during this period local heat in any 
form will be of help, after which the patient should 
be permitted to go about, encouraged in the use of 
the arm, but always with the shoulder erect. 

Passive and active motion should be used until 
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the normal amount is obtained. Usually after the 
full motion is obtained no further trouble results. 
Occasionally, however, the peculiarity in the shape 
of the coracoid process is such that ordinary use of 
the arm is attended by irritation at that point so that 
it becomes a matter of serious consequence. Under 
such circumstances, in case the scapula can be held 
in its right position so that the trouble at the tip 
of the process is due entirely to the peculiarity in 
its shape, the: if other means have failed an oper- 
ation should be performed and enough of the end of 
the coracoid process be removed to allow free ac- 
tion without this obstruction. If because of the flexed 
upper angle of the scapula the erect position of the 
shoulder cannot be maintained, an operation should 
be performed in which this flexed upper portion of the 
bone is removed. As long as such a condition ex- 
ists, the resulting forward position of the shoulder 
makes a recurrence of the bursal lesion a practical 
certainty. 

At times as the result of the original inflammation 
in the bursae the cavity has been so completely ob- 
literated that in spite of ali manipulation the ad- 
hesions re-form and improvement becomes impos- 
sible from such methods. Under such circumstances 
an operation should be performed and the bursa re- 
moved. Both of these bursae are easily reached and 
following the complete removal of the bursal tissue 
normal function is often obtained, the absence of the 
bursa seemingly being of little importance. 


When the symptoms of an acute bursitis exist, rest 
in a position in which there is no strain, fixation in 
that position, local heat in any form, are indicated. 
The shoulder should not be immobolized for too long 
a period of time. Rest should be followed as soon 
as possible with active and passive movements. Mas- 
sage and baking are very useful. 


Case Reports 


Harry, G., forty-one years of age, operator by occupation. 
For the past four months the patient had experienced severe pain 
in the right shoulder, which radiated down the right arm and 
forearm to the fingers. Occasionally he experienced numbness 
in the fingers of the right hand. The pain was decidedly worse 
at night. The patient does not remember any such symptoms 
occurring in the left shoulder. Associated with this pain was 
disability, manifesting itself in inability of the patient to button 
his collar or comb his hair properly. History of a previous in- 
jury was not ascertainable. 


Examination 


There was slight atrophy of the deltoid muscle on the right 
side. Tenderness was excruciating and localized to the area of 
the right subdeltoid bursa. There was slight swelling in this 
same area. 

Abduction was limited to one-half the normal, so was inward 
rotation. Flexion, extension and adduction were free and pain- 
less. 

A diagnosis of periarthritis due to a chronic subdeltoid bur- 
sitis was made. 

Subsequent x-ray pictures of both the normal and the abnormal 
shoulders disclosed the presence of calcareous deposits in the 
region of the subdeltoid bursae, more extensive on the left side, 
which was the normal one. (Figures 2, 3 and 4.) 


Treatment 


The patient received baking, passive and active movements, 
exercises and massage and at the time of his discharge the 
movements of the shoulder were free and painless. 

Case 2. 

Bertha, P., forty-eight years of age, housewife by occupation. 
Has had pain in the right shoulder for several months. The 
pain radiated down the arm and forearm and was decidedly 
worse at night. The patient did not remember any previous in- 
jury to the shoulder. 

(Concluded on page 153) 
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Re-Registration Resurgam 


Joun J. A. O’Rettty, M.D., 
Brooklyn, N. Y. 


Quoth a Senator,—a Statesman, as he heard the men 
of Physic, 

Pro and con on Registration, “Why should men who 
treat the heart-sick 

And the body-hurt so differ as to whether Karle- 
Dunmore 

Have a Bill that’s worth a nickel, is an aid or even 
much more.— 

The solution of the problem of the Cults and of the 
faker 

Who betray the trust of mankind and impair the 
work of Maker?’ 


Then he sat him down to ponder on the merits of the 
pleaders 

In the hope that from their service, from the words 
and deeds of leaders 

He might find some means to measure, find a means 
to fix a standard. 

Then, Behold! a man named Shepherd and another 
man named Bungard, 

Both from Brooklyn, from Kings County, told some 
facts that set him thinking, 

Threw a light upon his vexings and no longer was 
there doubting. 


Said these men of the Assembly :—“In our County 
the Physicians, 

Not content with healing sickness, commandeer their 
best Clinicians 

Into Corps of earnest Teachers; turn their Hospitals 

. and College 

Into wards for bedside study to increase the Doc- 
tors’ knowledge; 

Spend their time, their coin, their effort to make 
Doctors better healers, 

To make People better livers; Why their middle 
name is Givers!” 


“Think you taxing them two dollars for an Annual 
Registration 
Would excite such men as these, Sir, so theyd fight 
such legislation? 
Not at all—your reason tells you that a purpose much 
more worthy 
Is behind their opposition. Is it spirit hoity-toity 
That resents an Annual license like a Dog or like a 
Chauffeur ? 
Not at all—’t’is true they’re prideful, but their pride’s 
the pride of Doer.” 


“Know you, Sir, there’s not a movement that en- 
hances People’s welfare, 

But these Doctors of Kings County give their best — 
aye—drag a plough-share, 

Pioneering milk inspection; spread the precept, show 
example 

For Health’s Pediodic Survey, that by education 
ample 

Their dear People might be prompted to prevent 
disease-encroachment 

On their own reserve resistance and conserve their 
own contentment.” 


“See MacNaughton Hall on Fridays when the Doc- 
tors, by the hundred, 

Flock to learn the latest methods from the expert 
and the learned, 

That their service to their People may be greater— 
may be fuller. 

Hence, to save that service personal from abuse of 
Police Power 

Which would make them cogs and puppets in a 
Panel of Physicians, 

They have fought Re-Registration as the scheme of 
vile tactitians.” 


“Back in ’Ninetetn-Hundred-nineteen when the hosts 
of Health Insurance 

Found their Socialistic measure blocked by Kings’ 
well-knit resistance 

So that Legislators killed it as a menace to the Na- 
tion, 

They waxed wroth and fumed and threatened, and 
forecast the termination 

Of the Doctors’ right to practise, in reprisal of the 
Medics 

Who had Paul-Revered the People; gave their time 
and thought to Civics.” 


“So in nineteen-hundred-twenty Kenyon Registration 
measure 

Was designed as the fulfilment, and they slipped into 
that measure 

‘Silver pieces numbered thirty,’ that would give the 
Birth-controllists 

Open door, as compensation for their aid to propa- 
gandists, 

Through repeal and revocation of inhibitory sec- 
tions (1) 

In the present Law that governs Doctors’ functions 
and directions.” 

“Kenyon’s Bill died in Committee. Then in ’twenty- 
two these wreckers, 

Through a Senator named Bloomfield, tried again 
but found the Doctors 

Of Kings County still were guarding Peoples’ right 
to choose their Healers! 

That Bill, too, died in Committee. Then in ’twenty- 
four these stealers 

Of the Peoples’ rights got busy and, by Carroll-Lat- 
tin sponsored, 

This same type of Bill—amended, was about to be 
enacted.” 


“Then ‘twas found Two State Departments,—’torney- 
General, Education, 

Acquiesced in that Amendment which the Chiro-cult 
would sanction; 

Bring them in as legal Healers, purge them of their 
misdemeanors, 

Make their insufficient training on a par with tried, 
true Healers. 

Once again Kings County’s Doctors by their protest 
killed that measure, 

Showed the lack of faith and honor ’mongst pro- 
ponents of that measure.” 
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“When in Rochester, last April, House of Delegates 
assembled 

For the State Society Session, Registration plan was 
‘straddled’ ; 

Not endorsed, nor yet combatted; but that Body 
made pronouncement 

Of a Mandate to its Council to prepare and shape 


amendment 

To the Law as now existing, and submit. by Refer- 
endum, 

To the Del’gates for judgment—reconstruction or ad- 
dendum.” 


“Did the Council heed that Mandate? Well—if full 
ten months inaction 

Is, to you, respectful effort, then by all means yield 
them sanction. 

With the New York Legislature nearly fifty days in 
session— 

With the Karle-Dunmore measure in Committee for 
discussion 

Almost one full month, their action was confined to 
publication 

In the columns of the Journal of ONE side of Reg- 
istration.” 


“This, from, April ’till December; Then, Behold! 
came their adoption 

Of the Karle-Dunmore measure as the ‘child of Edu- 
cation’ — 

In the face of that Department’s faithless, double- 
cross procedure 

With the Carroll-Lattin measure and Kings County’s 
quick exposure. 

Still that Mandate went unheeded, ’till at February’s 
session 

Of the Doctors of Kings County someone threw a 
bomb,—A QUESTION.” 


“WHAT HAS HAPPENED TO THAT MAN- 
DATE? What’s the purpose of the Council? 

Do they think the Del’gates ‘straddled’, that, ad in- 
terim, the Council 

Might assume itself (a portion) equal to the whole, 
or greater? 

Will these slick manipulators dare invest and clothe 
with glamour 

That old Bill of Kenyon’s, Bloomfield’s, now re- 
christened Karle-Kenmore? 

Try star-chamber approbation, like Carroll-Lattin 
‘twenty-four ?” 


“One day later, in a panic, Council met and made a 
gesture 

Which they labelled ‘Referendum’ but which showed 
beneath its vesture 

All the signs and all the ear-marks of a substitute for 
honor.” 

—— “Want some more?” said Shepherd-Bungard; 
“’s-enuf” said Legislator. 

Then he turned to propagandists, said, “How come” 
that these relators 

Have to fight so hard for hearing? Stand alone as 
Peoples’ sponsors? 


Then, with best “high-hat” inflection those distin- 
guished ones asserted :— 

“We don’t have to prove we’re righteous—we admit 
it!; those perverted 

Men of Kings and Queens annoy us with their talk 
of Health Insurance, 
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Fear of Panels, talk of Threateners; We vouchsafe 
them our assurance 

That there’s nothing to it, really—just a little read- 
justment 

Of the Law to make more simple REVOCATION 
and ANNULMENT.” 


“Those poor fish from Bedford Av’nue should defer 
to Rue-Forty-Third 

Where the sacrosancts foregather—do the thinking 
for the herd. 

What care we for forceful Driscoll when we have 
our own dear Nicoll 

Ready with his Chiro-measure to put Doctors in a 
pickle 

So they’ll flock unto our standard, help put over 

. Registration. 

We should worry "bout the People—that’s Kings 
County’s pet obsession.” 


“When WE say that Registration will accomplish 
all that’s needful, 

And that Contraception (1) issue is absurd and sen- 
timental, 

We expect our ‘ipse dixit’ to prevail with Legisla- 
tors! 

Are not we—WE), all-sufficient?, all you need to 
crush objectors? 

We care not what you paint the Barn (if only you 
will paint it RED), 

We'll work with Kings and Queens all right if by us, 
meekly, they’ll be led.” 


L’envoi 

Gentlemen of Legislature, search these lines for flaw 
in Logic; 

If you find here Fact, not Fancy, I’ve no doubt your 
impulse Civic 

Will insure your prompt rejection of ALL Bills that 
tend to alter 

Present Laws controlling Doctors,—Registration, 
Chiropractor, 

Drugless Healers, all and ev’ry, and we promise ere 
next Session 

To be ready with a measure that will purge the 
whole Profession. 


Aftermath 

“There you are!” as Roxy Radios, once again Re- 
Registration 

Has received its due,—a wallop, as pernicious legis- 
lation. 

Now that we have killed that menace let’s get busy 
on that promise 

And prepare a brand-new measure, free from guile 
or trick or duress, 

Fair for State and for the People, fair for Doctors, 
fair for Regents. 


Just ONE single Registration, Mandatory on each 
person 

Who holds forth as Doctor—Healer, under whatso- 
e’er persuasion, 

Appellation, name or letters. Let his sworn deter- 
mination 

To pursue his work, his function, be set forth in 
Application, 

Got from—Filed with—and transmitted, by the 
County Clerk, to Regents. 

(1) Section 170-d of Public Health Law bans Contraceptionism by Doc- 
tors: its revocation bv or with the consent of Doctors, as in these Bills. 


would do violence to the Ethics of the Profession: This applies to the re- 
vocation of Sec. 170-C which refers to criminal Abortions. 


(Concluded on page 153) 
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Gonorrheal Arthritis Treated by Auto-Synovial 
Exudate 


M. H. Sirsa, M. D. 


Linderman’s finding in 1892 of the gonococci in 
joints affected from gonorrhoea] causation, has pro- 
duced numerous forms of treatment, with varying, 
and at times, uncertain effects. 

Unmixed infection of serous effusion into intra- 
articular structure, its prompt recognition and treat- 
ment directed with a certain specificity, frequently 
results in quite satisfactory response, despite the 
recognized likelihood of a certain recurrent percent- 


Date 


Hour 


Temperature 


Normal 


98 


97° 


age due to exposure or to limb activity, serving often 
to prolong necessity for treatment. 

The realization that the gonococci may be held 
intra-articularly as dormant for a period, is recog- 
nized as a reason for some recurrent attacks which 
light to activity through an insignificant or an un- 
recognized trauma to the affected joint. 

It has been customary to regard the acute stage 
of this arthritic type as usually lasting about three 
weeks under the ordinary forms of treatment now 
in vogue. 

Effects of toxic influence upon nerve structure is 
now recognized as of actual occurrence, and as re- 
vealed in the atrophy in excess of what simple dis- 
use of the limb for an equivalent period would alone 
produce. Fortunately, the gonococcus finds little 
encouragement for attacking osseous structure, but 
not infrequently assaults the intra-arthritic surface 
to produce granulation tissue, creating a site upon 
which fibrous tissue organizes as adhesions to re- 
strict mobility, and in such manner serving at times 
to retain a simple type of gonorrhceal arthritis in the 
Category of affections requiring a somewhat pro- 
onged treatment. 

Any merit resident in the treatment instituted in 
the subjoined case, should be recognized as pertain- 
ing to an unmixed or simple serous type of synovial 


Casper, Wyo. 
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infection from gonococcal invasion, with effects in 
part to be attributed to a relief of intra-arthritic 
pressure, a presentation of a punctured synovial sur- 
face offering an absorptive surface for continued 
effect, and to an auto-generic serous exudate acting 
as an antigen. 


An American of 19, negative history save for an 
uncomplicated gonorrhoeal urethritis in 1923, with 
apparent full recovery under the attention of a com- 









petent physician, had contact with a prostitute Nov. 
30th, 1924, a gonorrhceal urethritis appearing Dec. 5. 
This was self treated by a popular lay method, with 
little improvement. 

On Dec. 20 a tenderness appearing over the pubic 
region, was accompanied with difficulty in walking 
from a stiffening of the muscles of the lower limbs. 
Five days later this was relieved with the appear- 
ance of an arthritis beginning in the left knee, an 
accompaniment being a suspicious ophthalmia which 
gave negative response in search for gonococci, but 
which healed rapidly under mercurochrome instil- 
lations. 

Entering the hospital Dec. 29, with a severe ar- 
thritis of the left knee, a rather profuse urethral 
discharge being present, general treatment was in- 
stituted with indifferent results. 

Coming under the service of the writer Dec. 31, 
both knees were swollen to a marked degree, very 
tender, partial flexion of the lower limbs shown, with 
voluntary fixation. The suffering was rather severe, 
aggravated beyond endurance save by medicinal re- 
lief from movement, cold and at night. The graphic 
charts show the temperature excursion, the pulse and 
respiration daily from Dec. 29, 1924, to Jan. 12, 1925. 
Graphic Chart No. 2— 
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Gonorrheeal vaccine was tried, beginning Dec. 31, 
daily to Jan. 4, with sodium iodid used intravenously, 
without relief. 

On Jan. 4, seven cc. of clear synovial fluid was 
aspirated from the left knee and rejected. Three cc. 
of clear synovial fluid was likewise aspirated from 
the right knee, and this was subcutaneously injected 


into the left upper arm. No local and no appreciable 
systemic reaction resulted from this, save a marked 
relief at once following in each knee, with a decided 
benefit in a feeling of well being in general. 

On Jan. 5, the condition had replaced somewhat, 
tenderness of the joints had recurred to some degree 
and systemic malaise occurred. 

Two cc. of synovial fluid was aspirated from the 
left knee, and three cc. of synovial fluid aspirated 
from the right knee, the entire five cc. being imme- 
diately mixed and injected subcutaneously into the 
upper left arm. No local effect at the site of injection 
occurred, but a quite marked systemic reaction re- 
sulted as is depicted by the temperature excursion 
in the graphic record. 

A decided improvement at once followed in the 
affected joints, with a systemic feeling of relief, 
which continued daily with a disappearance in full 
of all tenderness in the knees within five days, a daily 
reduction of arthritic swelling, and almost immediate 
relief to the fixation. Joint movement began slightly 
with the initial aspiration, to improve still more with 
the second aspiration, and progressively continue 
thereafter. Complete aspiration was not attempted, 
simply pressure relief was afforded, with a re-injec- 
tion of the portions of the serous fluid, as stated. 
Following this rather unusual] response in improve- 
ment, a slight aggravation occurred upon Jan. 8, as 
the resulting of the patient getting around upon his 
feet. From Jan. 8, the use of crutches was permitted, 
excursions were made to the toilet, self administered 
baths taken, and the patient allowed to be up in a 


chair or return to his bed at his optional choice dur- 
ing the day. 

Knee soreness had entirely disappeared by Jan. 10, 
but a slight weakness or insecurity remained for a 
few days longer. The urethral discharge vanished 
previous to Jan. 8, under the use of protargol injec- 
tions. No difference in the response upon the part 
of the two knees was observed. Prompt absorption 
of the intra-arthritic exudate followed the aspira- 
tions, no discernible swelling being shown upon Jan. 
10 in either knee. Loca] treatment was limited to 
hot applications to the joints, systemic use of cincho- 
phen, and codein was given when night suffering 
became severe. 

The question of danger to arthritic membranes by 
pursuing such course of puncture is virtually devoid 
of production under proper technique. The temerity 
exhibited in the sub-cutaneous injection of synovial 
fluid removed, bearing gonococci, stimulates discus- 
sion as to its inocuousness. Yet gonococci are al- 
ways present within the fields of circulation, and are 
being absorbed from eroded surfaces as the urethra. 

We are aware that gonorrhea may attack virtually . 
every tissue of the economy, and this occurs through 
systemic transportation of the provocative germ. 

The limitation of the amount of gonococci within 
the synovial fluid, which endangers when used as an 
antigen, with the full toleration of dosage permitted, 
is roughly shown so far as such applied to the case 
in hand, and is not applicable of course as a rule in 
individuals, such only being determinable by means 
of an arbitrary initial dose, in each instance where 
the method might be instituted. 

Further experiments must be made to determine 
remedial values, and the necessity of confinement of 
the method to selected cases of simple serous exu- 
date, before any value can be expected to occur im 
any mixed type of gonorrhceal arthritis by means of 
this form of treatment. 
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The Therapeutics of Some of the Common Ailments 
in Children’ 


J. Epstein, M.D., 
New York 


Acute Tonsillitis 


This is the most frequent disease in chiidren, and 
because of its frequency it is looked upon as a mild 
and trivial attection which requires for its treatment 
a bottle of iron mixture. While in the majority of 
cases there are no complications or sequelae, tonsil- 
litis is an important link in the chain of trouble which 
begins with the tonsils and ends with a crippled 
heart. 

The general treatment of tonsillitis is that of any 
other acute infectious disease. The little patient 
should be put to bed and given a liquid diet till the 
temperature subsides, the bowels should be kept 
open with a mild laxative. Antipyrin and sodium 
salicylate in the proper doses, dispensed with syrup 
of raspberries or orange and water may be given, a 
teaspoonful every 2 or 3 hours. Euquinin, salol, 
phenacetin, or aspirin with sugar of milk may be 
given in powders, but children prefer liquid medi- 
cines, especially when made to suit their taste. 

The time honored irén mixture which is so much 
used is of doubtful value in tonsillitis and frequently 
does more harm than good by affecting the teeth, 
upsetting the stomach and causing vomiting. There 
is no need for a solution of iron chloride in this or 
any other local infection. In scientific therapeutics 
there is no place for such remedies. I have treated 
quite a large number of children with acute tonsil- 
litis and have never used this popular iron mixture, 
and my little patients have no cause for regret. Cold 
wet compresses to the neck are useful in some cases, 
care being taken that they are properly placed under 
the angles of the jaw over the tonsillar region and 
changed every 2 or 3 hours. A frequent spray or 
gargle with a warm dilute solution of liquor anti- 
septicus alkalinus, does much good. Argyrol or neo- 
silvol in 10% solution applied directly to the tonsils 
or instilled through the nose is efficatious. To pre- 
vent repeated attacks of acute tonsillitis the mouth 
and throat should be kept in a healthy condition by a 
proper attention to the teeth and the daily use of 
some pleasant alkaline antiseptic gargle and mouth 
wash. Enlarged tonsils should not be removed in- 
discriminately. Tonsillectomy should be done only 
when the tonsils cause damage by obstruction or sys- 
temic infection. 


Acute Cervical Lymphadenitis 


The cervical groups of the superficial lymph 
glands of the body are the most commonly affected 
in children because the areas they drain are fre- 
quently infected. Every group of inflamed or hyper- 
trophied lymph nodes is a guide to some local in- 
fection. Affection of the glands of the neck may be 
traced to a primary source of infection on the scalp, 
face, nose, throat, pharynx, tonsils or mouth. The 
usual treatment of cervical lymphadenitis consists 
in the application of ichthyol ointment to the en- 
larged glands. This ichthyol ointment is being used 
almost like a specific without sufficient therapeutic rea- 
son. In the majority of cases it causes suppuration with 
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*From the pediatric clinic, Beth Israel Hospital. 


abscess formation and later scar tissue. In the few 
cases where it seems to do some good its action is 
tedius, its application is uncleanly and its smell is 
disagreeable. 

To treat properly cervical lymphadenitis, the source 
of infection must be primarily removed according 
to the condition and the place of infection. As a 
local application to the cervical glands a cold wet 
compress of plain water, properly applied and 
changed 3 or 4 times a day, does more good than 
any ointment. Liquor Burrowi (liquor alumini 
acetatis 8% a tablespoonful to a half or full glass 
of water, or a solution of boric acid, may be used 
instead of plain water, and seems to do more good. 
Ichthyol ointment or iodine ointment may be used 
in the subacute and chronic stages. Tuberculous 
lymphadenitis and enlarged glands due to some sys- 
temic disease must be treated according to the under- 
lying disease. 


Poor Appetite 


Mothers frequently complain that their children do 
not eat enough. In the majority of cases these chil- 
dren look well nourished and the poor appetite is 
only an imagination of an over anxious mother. 
Some children suffer from anorexia and look poorly 
nourished. In all cases a general physical examina- 
tion should be made. If the physical examination 
proves negative, the trouble is usually with the man- 
agement of the child who eats what he wants and 
when he wants, but does not take sufficient whole- 
some food. The best treatment for such children is a 
proper and regular diet. 

A written or printed dietary list like the following, 
with instructions as to the kind of food and the time 
for each meal for children over 2 years of age, should 
be given to the mother. 


Breakfast at 8:00 o’clock. 


1. Orange juice or the juice from any other ripe 
ruit. 

2. A well cooked cereal with milk or cream. 

3. Bread and butter or buttered toast. 

4. A soft boiled egg. 

5. A cup of milk. 

Dinner at 12.30 or 1 o’clock. 

1. Soup with vegetables and a potatoe boiled or 
baked. 

2. Meat-beef, lamb or chicken, best when scraped 
or chopped. 

3. Bread and butter. 

4. Dessert-pudding, custard or apple sauce. 

5. A cup of milk. 

Supper at 6:00 o'clock. 

1. A well cooked cereal with milk or cream. 

2. Bread and butter. 

3. Fish occasionally. 

4. Cooked fruit or stewed prunes. 

At 8:00 o’clock a cup of milk. 

Plenty of water between meals. Milk should never 
be given before a meal, because it takes away the ap- 
petite from solid food. 

In some cases the following medication given to 



















































older children for a short time does much good in 
creating a better appetite: 

Tr. Nux Vomica 4.0. 

Elix. Gentianae Glycerinatum ad 60.0. 

Sig. A teaspoonful in a little water 3 times a day 
before meals. 

Vomiting 

Vomiting is quite common in infants and young chil- 
dren. During infancy, when not due to pyloric obstruc- 
tion or to an infectious disease, it is the result of im- 
proper food or improper feeding. In older children 
vomiting is a reaction to forced feeding and is com- 
monly present in those who were badly fed since in- 
fancy. Morning vomiting may be due to constipa- 
tion, chronic naso-pharyngitis, or to the excitement due 
to an aversion for school. Proper food at regular 
intervals, and normal bowel action is essential to good 
therapeutics in vomiting of young children. Naso- 
pharyngael infection should receive appropriate treat- 
ment. Nervous children will be benefited by warm 
baths, small doses of bromide and specially by making 
their school task agreeable. 
Acute Diarrhea 


In cases of intestinal infection or intoxication, the 
children are usually very ill and require individual study 
and special treatment. The majority of diarrheas, are 
the result of intestinal indigestion, caused by improper 
food or feeding. The children are slightly ill, have a 
poor appetite and general indisposition, the bowels move 
frequently and they may have abdominal pain and slight 
fever. 

The treatment in these cases consists mainly in the 
correction of the dietary errors. In breast fed infants 
nursing should be at longer intervals, while in bottle fed 
infants the milk modification should be low in fat and 
sugar, or protein milk should be given. Older children 
should have boiled skimmed milk, well cooked rice, and 
such other foods that leave a minimum amount of resi- 
due. Partial starvation in the beginning of treatment, 
and a mild laxative with little or no medication will 
suffice in many cases. If medicine becomes necessary 
for the control of excessive peristalsis, bismuth sub- 
carbonate in fairly large doses, will serve the purpose 
well. There is no need for lime water or chalk mix- 
tures, to which some enthusiasts add a variety of other 
drugs, including essence of pepsin, which makes it a 
heterogeneous incompatible mass. Tr. opium camphor- 
ated may be added to the bismuth subcarbonate. 

Chronic Constipation 

In infants and older children chronic constipation may 
be the result of gastro intestinal diseases, anul ulcers or 
fissures, congenital dilatation and hypertrophy of the 
colon and gastric intestinal atony due to some systemic 
disease as anemia, rickets, or cretinism. In the major- 
ity of cases, however, chronic constipation is the result 
of insufficient food or a food that is too poor in those 
elements which leave a sufficient residue to stimulate 
peristalsis, or it may be due to irregular habits in bowel 
movement. 

The rational treatment of this chronic ailment is not 
the constant use of medicines. If, the infant is breast 
fed and the milk cannot be improved in quality or quan- 
tity, complimentary bottle feeding should be given. In 
bottle fed infants a modified raw certified milk, high 
in fat, with dextrimaltose instead of lactose, should be 
given. In older children constipation may be relieved 
by regular meals, 3 or 4 times a day, with a liberal sup- 
ply of whole wheat bread, well cooked green vegetables 
and raw or cooked fruit. Plenty of water should be 
taken between meals. Regular habits of bowel action 
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should be encouraged and an active outdoor life should 
be insisted upon. Medically the following may be given 
for a short time; it will do much good in starting up a 
sluggish bowel: 

Fl. ext. Rhamni Purshianae Aromaticum 15.0. 

Syr. Hypophosphitum Co. 45.0. 

Aqua ad. 90.0. 

Sig. A teaspoonful in water 3 times a day after meals. 

Cough 

An enlarged thymus, enlarged tracheabronchial 
glands and whooping cough without a whoop should be 
thought of as a cause of persistent cough. In all cases 
an effort should be made to make a diagnosis before 
treatment is begun. Chronic nasopharyngitis, hyper- 
trophied tonsils and adenoids are frequent causes for 
cough in children. A history of chronic cough, worse 
at night, is suggestive of nasopharyngitis or tonsillitis 
or pertussis. The treatment should be directed to the 
underlying disease. A careful examination of the lungs 
will help to localize the source of irritation if it is in 
the broncho pulmonary system. A tuberculin test should 
be done in all cases of chronic cough. As a sympto- 
matic treatment to relieve the cough, antipyrin and so- 
dium bromide in 2 or 3 grain doses, according to the 
age of the child, given 3 or 4 times a day, is very use- 
ful. In cases of chronic cough, tonic treatment in addi- 
tion to good food and fresh air will do more good than 
all the cough mixtures. 

Acute and Chronic Bronchitis 

Acute bronchitis, in the majority of cases, is very 
mild and little therapeutic attention is given to it. The 
usual treatment consists in the administration of various 
cough syrups or so-called cough mixtures which irritate 
the child’s stomach and keeps him constantly nauseated. 
There is no need for the irritating ammonium carbonate 
or liquer ammonium anisatum which is nothing more 
than ammonia water and alcohol flavored with anise oil, 
nor is there any necessity for the emetic syrups which 
make the child sick at the stomach. If an emetic is 
indicated to expel excessive bronchial secretion one or 
two fairly large doses should be given to cause the de- 
sired effect. 

The treatment of acute bronchitis should be on the 
general plan of the acute infectious diseases. The child 
should be kept in bed in a well ventilated but not cold 
room. The diet should be light and nutritious. Since 
there is no specific medicine for the bronchial inflamma- 
tion, the indications are to keep the skin, kidneys and 
gastro intestinal tract in a proper physiologic condition. 
A warm bath or a mustard bath or a warm mustard 
paste to the chest, will stimulate the skin and cause an 
increased peripheral circulation and increased glandular 
activity. 

An active peripheral circulation relieves internal con- 
gestion and reduces the temperature. Cupping is worse 
than useless. Plenty of warm water should be given 
during the first stage of the disease to relieve the dry- 
ness and irritation along the trachea and_ bronchi. 
Steam inhalation with tincture benzoin comp. may be 
given several times a day. A mild laxative should be 
given. Potassium citrate, Tr. opium camphorated, with 
liquor ammonim acetate flavored with some syrup of 
orange, given in proper doses according to the age of 
the child, will do good. In the majority of cases under 
this treatment the child will be well in a few days and 
no other medicine will be necessary. In some cases, 
however, where the cough is excessive, codeine or dionin 
and ammonium chloride with syrup of thiocol and syrup 
tolu, given a teaspoonful every 2 or 3 hours, will do 
much good. 

(Concluded on page 154) 
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The Relative Value of the X-ray in Gastro-Intestinal 
Diagnosis 
Louis Lerrak, M.D., 
New York 


There are five diagnostic branches, the combination 
of which leads to a complete gastro-intestinal diagnosis. 
They are: (1) History of the case; (2) Physical exam- 
ination; (3) Chemical analysis of stomach and duodenal 
contents and alvine discharges; (4) Microscopic ex- 
amination; (5) Roentgen examination. 

Besides the enumerated five divisions of gastro-intes- 
tinal diagnosis, a general examination of the entire body 
should be made to exclude the possibility of the gastro- 
intestinal disability being due and secondary to some 
constitutional disease, such as syphilis, heart disease, 
diabetes, etc. Rarely an exploratory laparatomy is in- 
dicated. The happiest results are obtained when, as 
stated, all the five methods are utilized. It will be my 
privilege to give from authorities and as a result of my 
own observations the relative value of each of these 
diagnostic methods, especially that of radiography. 

History 

History is the most valuable and possibly the oldest 
method of diagnosis. One cannot conceive of treat- 
ment without history. The man who thousands of 
years ago said to his favorite wife, or to his neighbor, or 
to the healer: “I have just swallowed a fish-bone and it 
sticks in my throat” was imparting essential history. 
The new method of “cross-examining” patients, in- 
stead of letting them talk on and describe matter irre- 


levant to the case, has rendered great results. Goldie? 
claims that “more than 70 per cent of the points of evi- 
dence upon which a diagnosis is made arises out of the 


history.” Cohnheim? goes as far as to state one should 
make “a provisional diagnosis while obtaining the history 
of the patient, which the physical, chemical and micro- 
scopical findings will either confirm or reject.” 


Physical Examination of the Patient 


This method of gastro-intestinal diagnosis is mainly 
confined to palpation. It has its place, but is not now, 
with the newer methods of diagnosis, considered of as 
much importance as it was in the olden days, when 
the late Jacobi used to count the stones in the gall- 
bladder previous to operation and, it is claimed, tallied 
with the surgeon’s count, postoperative. On the other 
hand Finney,’ quoting Osler, says: “The chief differ- 
ence between a consultant and a general practitioner was 
that the consultant made a rectal examination, while the 
general practitioner did not.” 

Chemical Analysis 

Chemical analysis of stomach and duodenal contents 
and bowel discharges is a comparatively new diagnostic 
procedure. Until very recently it was considered almost 
a cornerstone in the gastrointestinal diagnostic structure. 
It will be my privilege to do some iconoclastic work in 
this field and to attempt to prove how little diagnostic 
help may be obtained from this quarter. 

To begin with the study-of gastric secretion and 
chemical analysis is, as I have just said, of comparatively 
recent origin. The Index Catalogue of the Library of the 
Surgeon-General’s Office of the United States Army gives 
the names of the following known workers and place 
and date of publication: Uffelmann, Leipzig, 1880; Pen- 
zoldt, Berlin, 1882; Ewald and Boas, Berlin, 1885; Sahli, 
Basel, 1885; Riegel, Munchen, 1885; Jaworski, Cracow, 


1886; Thiersch, Munchen, 1886; Gunzburg, Leipzig, 
1887; Hayem, Paris, 1890; Pavloff and Schumova- 
Siminifski, St. Petersburg, 1890; Hoppe-Seyler, Berlin, 
1891 ; Mathieu, Paris, 1891. 

Thus it will be seen at a glance that it is only for the 
past forty years that chemical analysis of gastric con- 
tents has been trying to obtain a foothold in medical 
diagnosis. To be sure, there are older works on this 
subject, but not having possessed at the time the knowl- 
edge and the instruments of precision we have in the 
laboratory of to-day, the old books appear in relation to 
the recent works on physiological and biological chemistry 
as alchemy is to scientific chemistry. 

Before it had time to consolidate it’s position as an 
important diagnostic factor, chemical analysis of gastric 
contents was attacked both by the practical gastro-entero- 
logist and the theoretical, purely scientific, physiologic 
chemist. The contention of the practical gastro-enterolo- 
gist is that, after having made all the necessary chemical 
tests, he is almost as remote from a diagnosis as he was 
before he applied the several tests, even with the aid of a 
properly obtained history. Take, for instance, a history 
the main complaint of which is epigastric oppression 
after meals. The chemical findings are, say, those of a 
very low acidity, both free and total. One still has to 
make a differential diagnosis of achylia; is it cancer, 
chronic gastritis with atrophy of glands, neurasthenia, 
essential achylia (whatever that means), or one-half 
dozen other possibilities? Or, on obtaining a classical 
history of ulcer and then find a subacidity (a not unusual 
coincidence), where is the aid to diagnosis in this case? 
With the etiology of gastric ulcer practically unknown, 
how does even hyperacidity help the diagnosis? What 
of the well established high acid curve of chronic appendi- 
citis and gallbladder lesions ? How does chemical analysis 
help one to discover an organic lesion, say, an intestinal 
diverticulum? To attach any importance to the hyper- 
acidity in cases of cancer following ulcer would only 
retard the correct diagnosis. 

Fractional examination of duodenal contents by the 
Einhorn,* method, though of value, is still in the 
experimental stage and is not, as yet, universally em- 
ployed. 

The search for occult blood in the stools is hedged 
about with so many “dont’s” one is never sure of the 
reliability of even a painstaking test. 

The Theoretical Aspect of Chemical Analysis of 
Gastric Contents 

Foremost in the field of workers on the subject of 
purely scientific gastric analysis stand Rehfuss and his 
collaborators, embracing Hawk, Smith, Lermann, Fish- 
back, Olaf, Bergeim, Lichtenthaeler, Miller, Fowler, 
Spencer and others. The following enumeration of the 
shortcomings of gastric analysis is based upon my study 
of their works, as well as that of others. 

Normal Standards 


The chief handicap in the scientific study of gastric 
analysis is the fact that, even at this late day, there is no 
standard normal to a healthy stomach. Gastric evacua- 
tion for different foods in a series of cases ran all the 
way from two to six hours, thus compelling Rehfuss and 
Hawk®* to conclude “that there is unquestionably. no 
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fixed mean, but just as there are J stomachs and steer 
horn stomachs and every variation of these two extremes 
normally on the roentgen ray screen, so there are nor- 
mally fast and slow stomachs.” I respectfully and 
humbly beg to differ from these conclusions on the 
following grounds : If a 300 per cent. variation in evacua- 
tion time is to be explained by normally fast and slow 
stomachs, how is one to determine motor pathology by 
means of gastric analysis? The reference to the different 
types of stomachs as observed by the X-ray screen does 
not hold good here, for the reason that J stomachs and 
steer horn stomachs are only normal in individuals of 
the corresponding habitus and would be considered patho- 
logic if reversed.* So much for motor function of the 
stomach. 

Taking up the secretory activity of the stomach nothing 
better will support my statement that we have no normal 
standard of gastric analysis than the following quotation 
from Rehfuss?: “In a resume of 842 complete curves 
on various foodstuffs with more than 20,000 titrations, 
we found that 383, or 45 per cent., exceeded 100 total 
acidity, and on that study embracing three years’ work, 
we are prepared to state that no acid figures occurred in 
disease which could not be duplicated in health. In 
other words, we found that 45 per cent. of all responses 
in health showed so called hyperacidity, while 42 per cent. 
of my ulcer series showed the same thing. In other 
words, there is no greater incidence of high acid figures 
in ulcer or in any other gastric disease than in health... . 
Furthermore, we are prepared to state that hypersecretion 
in some form occurs in about 40 per cent. of normal 
persons.” How, then, may I ask, is one to determine 
secretory pathology by means of gastric analysis? 

Regarding specific tests for cancer of the stomach, 
there are very few gastro-enterologists, who in diagnosing 
this grave condition, depend on such tests as the Neu- 
bauer-Fischer or the Wolff-Junghans. I take the liberty, 
in this connection, to quote the following from Myers 
and Fine*, Professor and Instructor, respectively, of 
Pathological Chemistry, New York Post-Graduate Medi- 
cal School and Hospital: “Various tests have been pro- 
posed as specific for carcinoma of the stomach, but none 
of these tests can be said to have been found entirely 
trustworthy. Furthermore, these tests do not react posi- 
tively until the disease is quite developed clinically.” 

Considering all the above data, I must therefore con- 
clude the value of chemical analysis of gastric contents 
to be secondary and confirmatory in nature, without, by 
itself, having importance either in a positive or negative 
way. 

Microscopical Examination 

Microscopical examination of stomach contents and 
feces is quite an important diagnostic method. It’s use 
should be encouraged and be made freely available. 


Roentgen Examination 

The roentgen-ray method of diagnosing gastro-intes- 
tinal disabilities is the newest in regard to time. The 
practice of medicine, (conservative to the core, as it 
probably should be) fought off this innovation as it did 
many others before it. It’s reputation in this especial 
field, however, is so well established as to receive uni- 
versal recognition. Thus Blackford® in analyzing one 
thousa.id cases of stomach trouble, states: “The roent- 
genologic examination determined these cases accurately 
and with a very small percentage of error.” 


Range of Usefullness 


Amount of Secretion ——The amount of secretion, espe- 
cially that of hypersecretion, can often be established by 
the radiographic method. A straight line under the gas 
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buble indicates the high fluid line and means hypersecre- 
tion. The barium then administered will come down 
slow and will have the appearance of molasses through 
water. 

Motor Activity——The motor activity of the stomach 
may be shown by the fluoroscopic examination at the time 
of the administration of the second meal; also, to a 
certain extent, by the distance the first bariumized meal 
has traveled in a certain number of hours and by ob- 
serving the head and the tail of that meal. A normal 
stomach is usually found to be empty of a contrast mea! 
at 6 hours. 

Morphology.—For the study of gastro-intestinal 
morphology the radiographic method is, in my opinion, 
of more value than even an exploratory laparatomy. Here 
you may observe: size, type, position, axis, tone, location 
of pylorus, mobility, relation of viscera to each other ; de- 
fect in outline, if any; localized tender point, :{ present. 
Peristalsis of stomach and motility of small and large 
intestines may also be observed. 

Radiographic Findings in Pathologic Conditions 
The following of the more common pathologic condi- 


tions of the gastro-intestinal tract are easily recognized 
by means of the x-rays. Briefly they are as follows: 


Diseases of the Esophagus 

Cardiospasm.—There is a smooth, fusiform canaliza- 
tion with an immense esophageal dilatation above the 
point of obstruction. An esophagus mixture, consisting 
of one ounce of bismuth subnitrate well rubbed up in a 
mortar with one dram of mucilage acacia, gives good 
fluoroscopic and radiographic visualization. 

Esophageal Cancer.—The dilatation here is more 
moderate than in cardiospasm. There is persistent irre- 
gular canalization below the dilatation. Peristalsis is 
absent. 

Esophageal Diverticulum.—This lesion can be dif- 
ferentiated radiographically from carcinoma in that the 
latter usually has narrowed canalization below the dilata- 
tion, whereas in diverticulum the size below the dilated 
area is, as a rule, the same as above it. The pouch usually 
lies below it’s point of communication with the esophagus. 


Diseases of the Stomach 

Gastric Ulcer.—Roentgenologic evidence here is abun- 
dant. Among the direct signs we have the Haudeck niche 
of penetrating ulcer, a bud projection usually found on 
the lesser curvature; the accessory pocket of the per- 
forating ulcer surmounted by a gas bubble; the “saddle” 
ulcer, which straddles the lesser curvature and is best 
seen in the oblique position; the callous ulcer of the 
pylorus, which resembles, and should be differéntiated 
from, gastric cancer ; organic hour-glass contraction. The 
indirect signs of gastric ulcer are spastic manifestations 
in relations to motor and secretory functions of the 
stomach, such as six-hour residue, hypersecretion, etc. 
The morphology of the stomach is also affected, as shown 
by spastic hour-glass contractures, loss of tone, hyper- 
and hypoperistalsis and pylorospasm. A localized tender 
point over seat of the lesion aids the diagnosis. If the 
size of the ulcer is larger than two c. m. in diameter 
it is usually, but not always, carcinomatous’®. Spasm 
due to extra-gastric conditions must be ruled out. 

Gastric Cancer—Tumors of the stomach being, as 2 
rule, cancerous, the radiographic method, by visualizing 
growths, offers the best chance of an early diagnosis. A 
typical case presents the following: a filling defect which 
corresponds to the site of the lesion. (Exclude filling 
defects caused by extrinsic pressure or by certain 
foods)**. Absent or distorted rugge and peristalsis over 
affected part; a rather small contracted stomach with 
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more or less fixation; a gaping pylorus continually 
emptying, due to loss of sphincter action by infiltration ; 
occasionally, an obstruction of the pylorus with large, 
dilated stomach behind it. 

Gastroptosis—As previously mentioned, the position 
of the stomach should correspond with the individual’s 
habitus. From a radiographic viewpoint most of the 
stomachs are ptosed, i. e. the lower end of the greater 
curvature is usually found to be below the level of the 
umbilicus. Roentgenograms for this purpose should be 
taken in the erect posture. While it is proper to report 
the position of the lower gastric pole, still so long it is in 
conformity with the habitus there is no pathology. 


Diseases of the Gallbladder 


Gall Stones.—The possibility to detect gallstones varies 
with different radiographers. The estimates run all the 
way from 10 per cent. to 80 per cent. In my own ex- 
perience 40 to 50 per cent. has been the average. Calculi 
may be present without the radiographer being able, 
owing possibly to the small atomic weight of these stones, 
to demonstrate a contrasting shadow. Duplitized films 
and double intensifying screens are about to overcome 
this difficulty. 

In cholecystitis without stones we can often see the 
enlarged gallbladder as well as certain spastic manifesta- 
tions of the stomach. Occasionally, adhesions to neigh- 
boring viscera may be observed. 


Diseases of the Intestines 

Duodenal Ulcer.—This lesion is demonstrable radio- 
graphically by deformity of the duodenum, usually it’s 
first portion, the bulb. There are also four “hypers” 
present: hypersecretion, hypertonus, hyperpristalsis and 
intestinal hypermotility. A tender point over the duodenal 
defect aids the diagnosis. In obstructive ulcers a six-hour 
residue is also found. Spastic manifestations of the 
stomach are often seen. 

In the absence of a permanent defect, all the indirect 
signs may sometimes be accounted for by “duodenal irri- 
tation,” being reflex manifestations of trouble in a neigh- 
boring organ, such as appendix-or gallbladder disease. 

Cancer of the Colon.—The barium colon enema is here 
preferred to the contrast meal per mouth. Cases of par- 
tial intestinal obstruction due to cancer will often allow 
food to pass per vias naturales and will, on the other 
hand, give positive signs of obstruction and even expel 
the meal if administered per rectum. Patient must be 
thoroughly prepared by castor oil, enemas and abstinence 
from food, so as not to simulate the principal radio- 
graphic findings of colonic cancer: a filling defect. Spastic 
conditions resembling filling defects must be excluded. 

Subacute and Chronic Appendicitis.—There is a slight 
disagreement among roentgenologists as to the order of 
importance of *#-ray signs in subacute and cronic appendi- 
citis. Carman’ in an important and exhaustive chapter, 
in which he cites the opinions of many radiographers, 
gives the following as the x-ray signs of appendicitis: 

Shadows of concretions in the appendix. 
Kinking. 

Malposition. 

Adhesions about the appendix and caecum. 
Rentention of barium in the appendix. 

Tleal stasis. 

Insufficiency of Bauhin’s valve. 
-Spasticity of the colon. 

Pressure-tender point related to the appendix. 
Personally, I found the x-ray signs of appendicitis of 
great help, especially in women, where right-sided ab- 

dominal pains are often gynecological. 
Other Advantages—Other advantages of the +-ray 
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method of diagnosing gastro-intestinal diseases is the 
ulilization of the prime sense of sight as against senses 
of inferior value; the possibility to locate double lesions ; 
the importance of negative findings in competent hands, 
hence its advisability in the great number of purely 
functional stomach disturbances. 


Limitations of Radiography 


While not many in number, still the few limitations to 
successful gastro-enterological radiography that do exist 
are of supreme importance. Briefly they are as follows: 

(1) Spastic Conditions.—These are the bugbear of the 
radiographer, especially of the novice. They may and do 
simulate every possible lesion from which the patient is 
free. It is a.crooked and mean attempt by the stornach 
to discredit the radiographer’s professional standing. To 
overcome this handicap one must first be experienced 
enough to recognize it not as bona-fide pathology, but as 
a swindle, scientifically known as spasm. Secondly, to 
look for confirmatory evidence. Thirdly, to reexamine 
case (this is usually done gratis) at some future date. 
Fourthly, to administer belladonna in large doses for 
two or three days previous to reexamination. 

(2) Indirect Data—Minor signs are present, minus 
the chief ones. Not enough conclusive evidence on which 
to base a diagnosis. Here the radiographer craves a 
consultation with the clinician. 

(3) Difficult Locations.—Lesions on the posterior wall 
of the tsomach are difficult to visualize and are often over- 
looked. Here oblique fluoroscopic examination and plates 
help a good deal. 

(4) Insufficient Depth of Lesion —Shallow, m: cous 
ulcers are almost impossible to demonstrate with the 
present technique. Indirect signs may aid the diagnosis. 

(5) Personal Equation.—Last, but not least, the ahi‘ity 
and the experience of the individual roentgenographer 
counts for a great deal. So much depends upon the inter- 
pretation of what one sees, it is almost necessary for the 
radiographer to have a judicial temperament in weighing 
the pros and cons in arriving at a conclusion with the 
data before him. In my opinion this is of such importance 
that, while a positive diagnosis should be accepted from 
a man of fair ability, a negative diagnosis should be 
given due weight only when coming from a very cumpe- 
tent radiographer. 


Summary and Conclusions 


1, There are five methods in arriving at a full gastro- 
intestinal diagnosis. In the order of importance they 
are: (1) The history of the case; (2) Roentgen examina- 
tion; (3) Physical examination ; (4) Chemical analysis of 
gastric and duodenal contents and bowel discharges; (5) 
Microscopic examination. A general examination of the 
entire body is also necessary. Rarely an exploratory 
laparatomy is indicated. 

2. The new method of cross examining patients in 
eliciting history is a valuable asset in anamnesis. 

3. Chemical analysis of gastric contents, as a diagnostic 
method in gastro-intestinal diseases, is of secondary im- 
portance. 

4. Roentgen examination is, next to a properly obtained 
history, the most valuable diagnostic evidence. No case 
of stomach or bowel complaint is to be considered com- 
plete in its findings until a competent radiographic ex- 
amination has been made and analyzed. 

251 East Broadway. 
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Dye Therapy in Subacute Bacterial Endocarditis’ 


Max GREENWALD, M. D. 


New York 


This case is of interest first from a diagnostic 
standpoint and secondly because of the type of medi- 
cation used. 

The patient, J. A., age 34, Cuban, porter, entered 
the hospital on Oct. 8, 1924. His chief complaint 
was fever of two weeks duration and rheumatic 
pains for about the same period. His past history re- 
vealed the usual diseases of childhood, smallpox at 
the age of ten, no colds, pleurisy or pneumonia. No 
history of hemopaosis, no palpitation or precordial 
pain. There was no history of chorea or tonsilitis. 
His personal history showed that the patient had been 
working as a caretaker and pantryman for several 
years. He worked about ten hours daily, took meals 
irregularly and was moderate in his habits. He was 
constipated as a rule, had occasional nocturia and 
hematuria for the past two weeks with some dysuria. 
Syphilis was denied by name and symptoms. 

His illness began on Sept. 22. He felt a sense of 
“heaviness in his head” each afternoon during this 
period and suffered pain in the ankles, knees, wrists 
and elbows. The joints were not red or warm to touch 
and he had no sore throat during this time. He had 
a frontal headache and his urine had been red, since 
the onset of the illness. 

Physical examination showed the patient to be an 
adult white male, acutely ill, moderately well devel- 
oped and somewhat poorly nourished. His skin was 


yellowish in color, pupils round and equal and reacted 
to light and accommodation, no ptosis, nystagmus or 


exophthalmia being present. The ears were nega- 
tive. Examination of the nose revealed no discharge, 
erosions or ozena. Lips slightly cyanosed. Tongue 
coated, fine tremor present, no deviation, fissures or 
scars. The pharynx was slightly congested and def- 
inite petechise were present on the mucous membrane 
of the hard palate. The teeth showed corrective 
dentistry. 

The neck presented some tenderness over the sub- 
maxillary regions and was otherwise negative. The 
heart was not enlarged to percussion, the apex being 
situated 7.5 cm. to the left of the mid-sternal line in 
the fifth interspace; a systolic murmur was heard 
over the mitral area and was transmitted to the left 
and posteriorly. (This systolic murmur later became 
more audible and was transmitted more prominate- 
ly.) The lungs were resonant throughout, the voice, 
whispered and breath sounds normal ; few large rales 
heard over both bases. Examination of the abdomen 
showed a large mass which was the spleen occupying 
the left upper quadrant and extending down to the 
umblicus. It was firm, could be displaced, and was 
but slightly tender on palpation. A few small pink 
areas were observed on the abdomen. They did aot 
disappear on pressure. The liver was slightly en- 
larged. The kidneys were not palpaple, the left renal 
region being slightly tender. Extremities were nega- 
tive. Knee jerks equal and active, no Babinsky pres- 
ent. The pulse was small and rapid, the rate being 
in proportion to the temperature. 

The progress of the case was as follows: 

Oct. 10: The second day after admission to the ward, the 
pharynx is red and congested. Small hemorrhagic spots were 


*From the Medical Service of The Metropolitan Hospital, Department 
of Public Welfare, New York. 


present on the hard palate and on the lateral side over the last 
right molar. W. B. C.—4,400; Hg. 60%; polys. 71%; Lymph. 
26%. Smears are negative for malaria and the blood is negative 
for typhoid in all dilutions. 

Oct. 13: Widal negative in all dilutions, joints very painful, 
red and swollen. 

Oct. 14: Petechiae on pharynx still present. W. B. C. 7,000; 
Polys. 84%; small and large monos. 16%; R. B. C. 3,000,000. 
No malarial plasmodia found in smears. 

Oct. 20: New crop of petechiae on posterior pharyngeal wall 
noted. No malarial plasmodia found. 

_ Oct. 21: Joints painful, purpuric spots over the metacarpal 
~— Smears for P. Malaria negative at 1:30 P. M. and 4:30 

Oct. 23: No new petechiae observed. 
changed, systolic murmur stil] present. 

Oct. 25: Many small hemorrhagic spots over the flexor sur- 
faces of both arms. Numerous new petechiae on hard palate 
and along the gums. Patient complains of a sore throat. 

Oct. 28: Patient very weak, complains of pain in the back 
and joints. Blood pressure 85/40. 

Oct. 30: Patient feels somewhat better, no new crop of 
petechiae noted. 

There was no definite change in the progress of 
the case until Nov. 5th when the patient experienced 
a chill and the temperature rose to 103.4. Examina- 
tion showed diminished breath and voice sounds and 
a diminished percussion note over the left lung pos- 
teriorly, opposite the sixth dorsal spine. The patient 
was acutely ill and complained of severe pain in the 
above mentioned regions. 

Nov. 6: Patient has bloody expectoration, chest pain has ap- 
parently gone. 

Nov. 8: Patient mentally confused. 

Nov. 9: Temperature at 9 A. M. 98°. A chill occurred at 
10 A. M. and the temperature rose to 103.1°. Patient not ir- 
rational No malarial ogg ve found. 

_ Nov. 13: 35 c.c. of 1% solution of neutral acriflavine injected 
intravenously. 

Nov. 14: No systemic reaction from the injection. 

Nov. 25: Temperature 102.4°. Patient very emotional. Sys- 
tolic murmur still present. Free fluid in abdominal cavity. (The 
incidence of ascites is an occurrence of the last three days.) 

Nov. 26: Patient again given 25 c.c. of a 1% solution of 
neutral acriflavine intravenously. 

Nov. 29: Fluid in abdomen increased. Paracentesis done and 
a considerable amount of straw colored fluid removed. Sp. Gr. 
of the fluid was 1005 and suggestive of a transudate. The ascites 
did not reoccur. 


Blood cultures on Oct. 12th, 23rd, and Nov. 4th, 
9th, and 15th were negative. The Wassermann re- 
action was negative. Examination of the stools were 
negative for ova, parasites and occult blood. The 
urine on several examinations showed hematuria. 
The spleen tap for plasmodia was also negative. 

This case was characterized by high temperature 
curves with remissions every second day; successive 
crops of petechise; mitral systolic murmur; greatly 
enlarged spleen, firm but slightly tender at times; 
successive negative blood cultures. Quinin medica- 
tion given at various intervals did not effect the tem- 
perature curve in any way. Repeated examination 
of blood smears for plasmodia malaria were at all 
times. The splenic enlargement was great, the spleen 
firm and but slightly tender. The stools were al- 
ways negative. The mitral murmur became more 
pronounced in the latter part of the disease. Suc- 
cessive blood cultures had not yielded any positive 
tesults. No sternal tenderness was obtained. 


This is probably a case of subacute bacterial en- 
(Concluded on page 154) 
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Hay Fever 





Joserx S. Srovin, M.D., 


ASSISTANT OTO-LARYNGOLOGIST, GOUVERNEUR AND BETH ISRAEL HOSPITAL CLINICS. 


Hay fever, also known as June cold, rose fever, 
nervous coryza, vasomotor rhinitis and summer ca- 
tarrh, is an inflammatory condition of the mucosa of 
the upper air passages, occurring periodically, and 
giving rise to a group of characteristic symptoms. 
After repeated investigation, it has been concluded 
that it is not of infectious origin, but the result of a 
hypersensitiveness to certain pollen proteins. Ac- 
cording to Scheppegrell, in those who are thus sensi- 
tive, the protein contents of the inhaled pollen are 
liberated by the proteolytic action of the cells of the 
nasal mucosa and are absorbed, causing an inflamma- 
tory reaction. In those who are not sensitive, the 
liberated products are neutralized. 

It has been said by many authors that a neurotic 
condition predisposes to hay fever. In a series of 
1800 cases studied by Scheppegrell, no unusual neu- 
rotic manifestations were noted, and he concludes, 
therefore, that the neurotic element is the result 
rather than the cause of the disease. 

In some cases, local pathological conditions of 
the nose may be predisposing factors. Among them 
are deviations of the septum which may cause the 
inhaled pollen to be concentrated in one part of the 
nose. However, the great majority of cases present 
no abnormality in the nose. 

Hay fever occurs most frequently in farmers, 
doubtless because of their proximity to the pollinat- 
ing plants. 

It is questionable whether heredity plays any part 
in the etiology of this disease. In a series of 1000 
cases at the Charity Hospital, New Orleans, it was 
found that one third had relatives of the first degree 
who suffered from hay fever. 


According to Scheppegrell, the onset and severity 
of the annual attack are influenced by three factors— 
(1) climatic conditions and the abundance of pol- 
lens, (2) wind conditions, and (3) the destruction 
of pollens. When the wind velocity is high and there 
are pollens in the air, the attack begins, and this 
usually occurs at the same time each year. 

The chief symptoms are violent and repeated 
sneezing, followed by a profuse serous nasal dis- 
charge. There is usually itching of the nose and of 
the inner canthi of the eyes. Accompanying this, 
there is a turgescence of the turbinates which makes 
nasal breathing difficult, and causes the patient to 
become a mouth breather with its train of annoying 
symptoms. In about 43 per. cent of the cases, the 
Symptoms of asthma are also present. 

From these symptoms we can readily see why hay 
fever, especially in its mild form, is so frequently 
unsuspected, being mistaken for periodic colds and 
attacks of coryza. The diagnosis depends upon the 
history and is confirmed by the cutaneous pollen 
tests. 

The disease is caused only by wind-borne pollens 
that can reach the nostrils and be inhaled during nor- 
mal respiration. This eliminates the rose and the 
golden-rod, which are insect-pollinated plants, but 


_ 


"Read before the Gouveneur Hospital Clinical Society, New York, 
April 30, 1925. 


New York 





to which hay fever was formerly and sometimes even 
now erroneously attributed. There are four main 
groups of plants whose pollens are responsible for 
the disease. They are: 


(1) Ambrosiaceae—ragweed. 
(2) Gramineae—grass. 

(3) Artemisia—wormwood. 

(4) Chenopodiaceae—chenopod. 


It is important for the physician to acquaint him- 
self with the wind-pollinated plants in his state to- 
gether with the months they are in bloom or pol- 
linate. A list of plants in this section and their sea- 
sonal incidence is appended to this paper. 


Extracts of pollens for diagnostic tests are avail- 
able in the form of powders, pastes and solutions. 
The test itself may be either cutaneous or intrader- 
nal, the former being the simpler. The cutaneous 
test is made as follows. After cleansing the flexor 
surface of the forearm or the upper part of the back 
with alcohol, scarifications about three inches apart 
are made with a sterile needle. If the diagnostic 
pollen is in powder form, a small amount is placed 
on the scarified area, together with a drop of deci- 
normal sodium hydroxide or bicarbonate. It is then 
rubbed in with the side of the needle. If the solution 
is used, it is simply rubbed in. One scarification is 
used as a control. If there is a hypersensitiveness to 
one or more of the pollen proteins, a positive reac- 
tion will appear in from five to thirty minutes. This 
consists of a distinct urticarial wheal whose border 
is irregular but sharply outlined. The wheal varies 
from one-tenth to one inch in diameter, is white and 
is surrounded by a red zone, not unlike a mosquito 
bite. The intensity of the reaction is usually in direct 
proportion to the severity of the clinical symptoms. 

In a number of cases, we have a group reaction; 
that is, there is a positive reaction to several pollens 
in varying intensity. According to Cooke and Vander 
Veer, an individual reacting to one grass usually re- 
acts to all grasses, and the same is true for the other 
groups. The pollen giving the greatest reaction is 
the offending one, the others being secondary. 

In this part of the country, the common ragweed 
and the giant ragweed are chiefly responsible for 
the autumnal hay fever which is the most prevalent 
type. The summer type, often incorrectly called 
“rose fever” is coincident with the pollination of 
grasses, timothy being the predominating one. 

The various methods of treating hay fever can be 
grouped under three headings—constitutional, local 
and specific. Under constitutional treatment may be 
mentioned hygiene, diet and change of climate. The 
administration of calcium chloride or calcium lac- 
tate in 15 grain doses three times daily has been of 
occasional benefit, especially in those cases with 
asthma. 

Locally, the nose should be subiected to a careful 
examination, and spurs, ridges and deflections which 
may cause a concentration of pollens in the nose 
should be corrected. A very small percentage of 
cases are cured by intranasal surgery, which accord- 
ing to Scheppegrel, should be avoided except in the 
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above named conditions. Menthol in an oil spray 
is of benefit to some cases. Cocain and adrenalin give 
relief during the severe paroxysms, but their con- 
tinued use is contraindicated because they tend to 
develop a reactive turgescence of the mucous mem- 
brane which aggravates the hay fever proper. 

The specific treatment of hay fever was first intro- 
duced by Noon and Freeman in 1911. It consists in 
desensitizing the individual against the pollen or 
pollens giving a positive skin reaction. Glycerinated 
extracts of the offending pollens are used in grad- 
uated doses. The unit most commonly employed is 
that established by Noon, who defined a pollen unit 
as the equivalent of one-millionth gram of pollen, The 
best results are obtained by preseasonal treatment 
which begins six to eight weeks before the expected 
attack. A series of fifteen injections, beginning with 
very small doses and gradually increasing to the 
maximum so that desensitization is complete about 
one week before the pollinating season of the offend- 
ing plants, is the usual procedure. The first dose 
consists of two and one-half pollen units and the 
last of one thousand. The injections are given every 
other day. Specific treatment during an attack of 
hay fever does not give as good results as the pre- 
seasonal treatment and it is the duty of the physician 
to impress this fact on his patient so that he may be 
treated properly the following season. We begin 
with very small doses when we give the injections 
during an attack, because the patient is continually 
absorbing pollens from the air and so the condition 
might be temporarily aggravated by the treatment. 
The number of injections and the strength of the 
dose depend entirely on the severity of the attack and 
the patient’s response to treatment. In a series of 
1000 cases that received preseasonal treatment, 
Scheppegrel found that 49 per cent. were cured and 
40 per cent. were markedly improved. 

In cases that are not improved by specific treat- 
ment, vaccine therapy combined with pollen therapy 
sometimes gives favorable results, especially during 
the attack when there is invariably a lowered re- 
sistance of the respiratory mucous membrane and 
an increase of pathological micro-organisms. An 
autogenous vaccine, prepared from a culture of the 
predominating organisms of the upper respiratory 
tract, may be administered independent of the desen- 
sitization treatment. Some authors, notably Scheppe- 
grel, have reported improvement in cases treated in 
that manner. On the other hand, Bernton writes 





MEDICAL TIMES 


June, 1925 


that hay fever is an expression of protein intoxica- 
tion and the role bacteria play is apparently unim- 
portant. He further states that the paroxysms oi 
sneezing and the constant rhinorrhea tend to dis- 
lodge the bacteria and wash away their toxins. 

Another method of treating an attack of hay fever 
is that recommended by Stein. He concludes that 
since irritation of the nerve endings of the sensory 
branches coming from the sphenopalatine ganglion 
gives rise to many of the symptoms of hay fever, 
blocking of these nerves will control the attack. Ac- 
cordingly, he injects alcohol into the sphenopalatine 
ganglion and claims that three or cour injections at 
intervals of a few days are sufficient to control the 
attack throughout the season. This treatment, how- 
ever, has not been generally adopted. 


HAY FEVER PLANTS IN NEW YORK STATE 


Time of Bloom 


Name 
(hay fever season) 


Pollens of primary importance : 


June Grass (Poa pratensis).............. May to September 
Timothy (Phleum pratense).............. June to August 
Redtop (Agrostis palustris).............. June to September 
Ragweed (Ambrosia elatior)............. August to October 
Giant Ragweed (Ambrosia trifida)....... August to October 
Pollens of secondary importance : 

Black Walnut (Juglans nigra)............ March to May 
Cottonwood (Populus macdougali)....... April to May 
See WII BEDS 5 occ sctaccccncoeds April to May 
Sweet Vernal Grass (Anthoxanthum odora- 

ae ASCE Tay eee ee enpe April to July 
Orchard Grass (Dactylis glomerata)...... April to August 
Sheep Sorrel (Rumex acetosella)......... May to July 
Yellow Dock (Rumex crispus)........... May to July 


Lambs Quarters (Chenopodium album) ...June to September 
Cocklebur (Xanthium canadense) July to September 
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What is a Habit?* 


“Habit” is such a common, everyday sort of term, with which 
everyone is more or less familiar, that it hardly seems necessary 
to discuss it at all. However, it is in this very fact—that habits 
are so commonplace and ordinary in the minds of the great 
mass of individuals—that the danger lies. All too frequently 
the fundamental importance of forming right habits in early life 
is minimized or overlooked altogether. 

Without any attempt to give a strictly scientific definition, it 
may be said that habit is the tendency to repeat what has been 
done before. One develops not only habits of acting but habits of 
thinking and feeling in certain ways. Habits in regard to the 
care of the body—eating, sleeping, eliminating, bathing—are 
easily formed and vitally affect health, Our manners are a 
collection of habits; we do a rude or a courteous thing almost 
without stopping to think. If we did not learn the muscular 
movements which become habitual through repetition we could 





*This article is part of Publication No. 143, by Dr. D. A. Thom, of the 
Children’s Bureau of the U. S. Department of bor, Washington, D. C. 
The entire bulletin may be secured free by writing to the bureau. 











never play the pion, run a typewriter, or gain skill in athletics. 
Of course, children must learn the simpler motions first—the 
use of a knife and fork, the buttoning of buttons, and the tying 
of knots. The morals of most of us are, to a large extent, the 
result of habits of thinking formed in early life—our attitude 
toward the drinking of alcoholic liquors or the taking of others’ 
property, or the problem of sex, as well as our attitude toward 
other people, whether sincere or deceitful, friendly or antag- 
onistic. 

Most of our prejudices are the outcome ‘of habits of thinking 
formed in childhood. Many persons as children develop a feel- 
ing about racial and religious differences which may lead in 
later life to intolerance and hatred toward their fellowmen. 
This same attitude of mind is seen in children toward their play- 
mates who have the misfortune of being orphans, or the child 
whose mother is a scrubwoman, or whose father is a garbage 
collector, or who is boarded under the care of a child-placing 
agency. Care should be taken to see that children are early 
taught kindness and consideration for those less fortunate, for 
unconsciously they will form their attitudes from the home at- 
mosphere. 
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THE NURSE ANESTHETIST* 
Moses BEHREND, M.D., 
Philadelphia 


The crystallization of the present system of the 
non-medical anesthetist has been the outcome of 
much propaganda which preceded the admonition of 
medical educators all over the country for more sci- 
entific administration of the anesthetic required. 
Many meetings were held by representatives of the 
medical colleges and those unattached to discuss 
means whereby the medical student could be better 
equipped to administer an anesthetic. 

The crowded curriculum of the medical student 
does not leave much more room for instruction in this 
particular field. Very little has been accomplished in 
the past 25 years to make the students more profi- 
cient in this specialty. Since the adoption of the 
nurse anesthetist the subject probably has received 
less attention than heretofore. Evidence of this fact 
has been the demonstration of insufficient knowledge 
by the intern concerning the giving of the various 
anesthetics. 

Within certain limitations anyone can give ether, 
but all cannot administer gas and the newer anes- 
thetics which are continually being brought to the at- 
tention of the profession. One must know at all 
times the depth of the anesthesia and the stage in 
which the patient is receiving the greatest benefit with 
the least danger to himself. This can only be de- 
rived from experience. 

We seem to be living in an age of inequalities due, 
no doubt, to the high degree of the specialization of 
specialties. With the present trend of thought the 
medical graduate goes out imbued with the idea that 
his destiny is the establishing of himself in a cer- 
tain line of work. This may lead to proficiency in 
time but it has and will continue to develop men and 
women who are self-centered and devoid of a broad 
medical education so essential in the practice of medi- 
cine. 

The same thought can be applied to the selection 
of the proper anesthetist. On the one hand the medi- 
cal student leaves his alma mater with a good general 
knowledge of medicine which equips him to be an 
intelligent anesthetist but in the present age, on ac- 
count of his superior knowledge, he considers the 
specialty of anesthesia too menial and quite below 
his dignity. This may also be the thought of those 
building the curricula of our medical schools, name- 
ly that the years spent in medical schools are a foun- 
dation for higher ideals. 

On the other hand the average nurse anesthetist is 
poorly equipped so far as her general education in 
medicine is concerned. To be an intelligent anesthe- 
tist one ought to be conversant with certain essen- 
tial subjects. The basis for all fundamental knowl- 
edge in medicine is a firm foundation in anatomy, 
physiology and physics. In this knowledge the nurse 
anesthetist is deficient. The longer one practices 
medieine the more is one impressed with the idea that 
a deeper knowledge of these subjects is all important. 
It must be admitted that on first studying these sub- 
jects, and even after one has been in practice for 
some time the so-called elementary branches do not 
seem so essential. No problem in medicine has been 
studied to a finality without knowing the intricate 
mechanism of the body. 


—__— 


* Read before the Association of Anesthetists, Dec. 19, 1924. 
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There is a medico-legal aspect of the subject which 
naturally carries with it the question of responsibility. 
In the State of Pennsylvania the nurse anesthetist is 
not legalized, which puts the onus of responsibility 
on the surgeon. According to the law the surgeon 
may employ any assistants he may choose provided 
he is responsible for their actions. It is a well 
known fact, universally observed, that the surgeon is 
at all times the head of his operating room force and 
must answer for their deeds in a court of law. This 
is as it should be to preserve the proper decorum in 
this important adjunct of the hospital. Hence to 
avoid legal complications it must be at all times the 
object of the surgeon to have the best and most in- 
telligent assistants, which include, of course, the anes- 
thetist. Accidents may happen in the best equipped 
cperating room, both as to armamentarium and as- 
sistants, but the object is to reduce to a minium the 
possibility of a catastrophe. 

This brings us to the discussion of the choice of 
an anesthetist. Should he be a medical graduate or 
a non-medical individual. The best anesthetist as 
may be surmised from my previous remarks is the 
one who has a superior knowledge of the fundamen- 
tals in medicine and the functions of the body. He 
ought to have a fair knowledge of the disease for 
which the anesthetic isxgiven. He should be able to 
examine the heart and understand the significance of 
any weakness in that organ. He should know for 
example that emphysematous and asthmatic chests 
are poor risks. 

The greatest danger lurks in the induction of anes- 
thesia. It is here that the uninitiated make the most 
mistakes. This applies especially to the intern who 
is entering upon his hospital career. Time and again 
has it been demonstrated that the patient may be 
asphyxiated on account of an improper mixture of 
gas and O. The cyanotic patient is the dangerous 
one. The argument that the non-medical anesthetist 
gives undivided attention to the anesthesia while the 
physician giving the anesthetic is more interested in 
the patient is not tenable. It is a mistake to devote 
too much attention to either side of the question. 
There must, however, be a proper understanding of 
the operation to be performed, the time it takes to 
do it and the difficulties encountered during the 
course of the operation must be communicated to the 
anesthetist. For example last week we began to do 
# cholecystectomy which would ordinarily have con- 
sumed about 15 minutes. Instead we found a duo- 
denal ulcer and performed a Finsterer resection of 
the stomach which lasted one and a half hours. Our 
anesthetist was informed that the operation would 
take over an hour. She accordingly regulated the 
flow of gas and O to suit this individual case. 

In contradistinction of the medical anesthetist we 
have the nurse anesthetist who has proven herself 
to be a most useful adjunct to the operating room 
force. While not having the education of the medical 
anesthetist she has proven her efficiency by close 
and continued study of this one subject and has 
obtained an excellent knowledge of the administra- 
tion of the anesthetic by the frequent succession of 
the same act. Practice will eventually make per- 
fect. 

However, I think that the solution of the entire 
problem is the foundation of more schools connected 
with the universities having medical schools where 
anesthetists can be taught. In such institutions a 
course of study could be outlined that would better 
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fit our non-medical anesthetists for the:r life work. 
The old saying that a surgeon dreads the anesthetic 
more than the knife will lose its force when the edu- 
cational standard of the non-medical anesthetist has 
been raised. 

By better education I mean especially that the 
anesthetist must be conversant with all kinds of 
anesthetics and all types of apparatus and methods 
of administration. How many so-called qualified 
anesthetists can do an intratracheal, intrapharyn- 
geal, intravenous or rectal anesthesia or even a spinal 
anethesia? The qualified anesthetist should not, as 
has often been acknowledged to me, fear the adminis- 
tration of chloroform. 

These are matters for the immediate future to 
solve and for such associations as this to ponder 
over. Do not be content because you have satisfied 
all the requirements of a nure’s course plus the ad- 
ditional time that has developed you to become an 
anesthetist. Post-graduate study is always important. 
The self-satisfied physician, anesthetist or anyone en- 
gaged in a profession is a dangerous individual. 

In conclusion I will say that undoubtedly the non- 
medical anesthetist has elevated the role of anesthesia 
to a higher plane. 

1738 Pine St. 





DEPRESSION OF NASAL SEPTUM DUE 
TO GRIPPE 


CHARLES RosENBAUM, M.D., 
New York 

A saddle shaped nose is not always due to syphilis. 
Confirmatory evidence should always be produced 
before a patient is labeled syphilitic merely on the 
shape of the nose. A careful history may give defi- 
nite evidence of it being due to other causes and 
time is not wasted by putting the patient on antisy- 
philitic treatment, taking the Wassermann, etc. 

The causes of saddled shaped noses are trauma, ab- 
scess of septum and neoplasm. Among the constitu- 
tional causes are syphilis, tuberculosis, rachitis and 
acute infections. The structure primarily involved in 
forming a saddle shaped nose is the nasal septum, 
from a mere depression to partial or complete de- 
struction of the septum. 

My patent had an attack of the grippe for which 
he treated himself. One week after the commence- 
ment of the grippe the nose began to pain and an ex- 
ternal swelling presented. When I saw him the nose 
was red, swollen and tender and on looking into it 
with headlight and mirror a distinct swelling could 
be seen on both sides of the septum about the size 
of a small marble, painful to the touch of the appli- 
cator. The use of adrenalin and cocain had no ap- 
pieciable effect on the mass. Incision on both sides 
brought pus. As a drain could not be kept in the in- 
cision it had to be reopened daily with pus always 
discharging. 

After eight days the pus ceased. The nose had 
kept its shape and was in no way altered. However, 
two weeks later the middle of the crest of septum be- 
gan to sink in until a definite saddle shaped nose 
was formed. I have seen this patient for more than 
ten years and during this time he has had no symp- 
tons referrable to syphilis nor has there been any 
septal ulceration since the nasal crest came to a 
standstill. The history of a case similar to this should 
rule out syphilis entirely. 

107 W. 123rd St. 
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THE TRAUMATIC COMPLICATIONS OF 
CURETTAGE 


R. Cronson, M.D., 
New York 


The simple operation of curettage may give rise 
to serious injuries as illustrated by the recital of the 
following cases. 

I was requested by a physician to see C. M. H., 
25 years old, 3 months gravid, whom he had just 
curetted. While emptying the uterus he removed 
a piece of tissue that was neither fetal nor placental. 
I saw the patient one-half hour after the curettage. 
The tissue was a piece of the omentum about five 
inches long. Within an hour I did a laparotomy and 
found that the peritoneum contained about a pint of 
sanguinous fluid evidently urine. The head and 
chest of a three months fetus was found in the pelvis. 
The bladder was entirely torn away from the uterus. 
The anterior wall of the uterus near the internal os 
exhibited a large perforation. In fact the entire an- 
terior wall of the uterus in the vicinity of the inter- 
nal os was missing. I did a hysterectomy and drained 
the peritoneum. There was a leakage of urine from 
the wound for some little while during her convales- 
cence. The patient recovered fully after a lapse of 
five weeks. The prompt laparatomy and drainage 
saved her life. 

In another case a physician attempted to dilate a 
three month’s gravid uterus with a very powerful 
dilator, preliminary to curettage. A laceration was 
produced extending from the external os through 
the vaginal vault upward. I did a laparotomy and 
found the laceration extending laterally from the ex- 
ternal os to the utero-ovarian ligament. The ovum 
was intact. I sewed up the tear without disturbing 
the ovum. The patient was kept under the influence 
of morphin to prevent labor pains. The patient left 
the hospital in good condition still gravid. 

Another patient had her uterus irrigated with 
bichloride of mercury during curettage. Unfortunate- 
ly the metal irrigator punctured her uterus and a 
large quantity of bichloride of mercury was injected 
into the peritoneum. I did a laparotomy but the 
patient died. 

Traumatic complications may at times be unavoid- 
able; still by avoiding all force, knowing the posi- 
tion of the uterus and direction of the uterine canal 
and not attempting to force a curet through an un- 
dilated cervical os will enable one to keep accidents 
down to a minimum. 

Do not curet a uterus at or above three months 
of pregnancy with the fetus still in utero. 

In case a perforation has occurred, I am guided 
in the procedure by the apparent injury done. If the 
perforation is caused by a sound under aseptic con- 
ditions, it is safe to let the patient alone. If, how- 
ever there is cause to think that the perforation is 
large it is best to do a laparotomy without delay. 
When one doubts the asepsis in a case of perforation 
it is advisable to do a laparotomy and drain. 


Physical Fitness for Orphans 

In fourteen institutions for the care of orphans, ranging in 
membership from fifty to 300 children, it was found by William 
R. P. Emerson, Boston, that from 30 to 50 per cent were 7 per 
cent or more underweight for height, and from 50 to 67 per 
cent were under average weight for height. An application of 
the nutrition program demonstrated that within periods of from 
three to twelve months it was possible practically to eliminate 
underweight from the members of this group and bring the child- 
ren into a state of normal physical fitness.—/J. 4. M. A. 
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Our Interest in the Cathedral 

st there is to be a memorial bay in the cathedral 
of Saint John the Divine commemorating Saint Luke, 
“the beloved physician” of Holy Writ, is a fact of 
peculiar interest to the medical profession. It seems 
to us that there should be a generous response to the ap- 
peal of Dr. J. Bentley Squier’s committee to the end that 
this project, which has been put up to us to finance, 
shall be properly consummated. 

Luke was the personal medical attendant of Paul. He 
was a cultured Greek of liberal medical education, as 
has been clearly established by, Dr. James J. Walsh and 
the German scholar Harnack. Considered merely as a 
literary classic, the Gospel of Saint Luke is an immortal 
masterpiece. 

It is upon Luke that the great painters have mainly 
relied for their scenes, for his word-paintings are them- 
selves wonderful pictures of the Annunciation, the Vis- 
itation and the Nativity. As the author of the Mag- 
nificat, the Benedictus and the Ave Maria, around which 
so much of the spiritual life of the Church has revolved, 
and which in themselves are poetic creations of the 
highest order, he will live to the end of time. 

As an artist, not as a propagandist, Luke made his 
appeal to men. Homan has pointed out that he nowhere 
claims for himself the possession of miraculous powers 
or intimates their exercise by him. “It is only as an on- 
looker, or as a chronicler, that note was taken of cures 
wrought in disregard of all physical laws as now known 
or understood in medical doctrine—a possible com- 
promise between the science of the physician and the 
faith of the disciple.” 
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We shall do well to join in this tribute to a medical 
man than whom no one since his time has more com- 
pletely embodied all the qualities of the accomplished 
physician and citizen of the world, aside from our in- 
terest in the erection of an edifice that will enhance 
civic beauty so greatly and symbolize spiritual aspira- 
tions so adequately. 


The Air Ambulance 


The inauguration by Henry Ford of a regular com- 
mercial “air-truck” service between his factories justi- 
fies the expectation of flying developments in the near 
future which will have a bearing upon medical service. 

We mean a more definite bearing than the occasional 
stunts one hears about involving the succoring by the 
air route of some sick or injured person. 

Regular provision will yet be made, of course, for 
airplane ambulance service anywhere. 

Planes will fly from general hospitals in relatively 
large centres into remote districts lacking medical, surg- 
ical or obstetric facilities in emergencies or special cir- 
cumstances requiring such service. This will practically 
solve the problem of deficient rural medical service. 

This does not mean, any more than now, that patients 
so attended would necessarily be removed to hospitals ; 
but if such removal were called for it would be effected. 

This kind of service apparently awaits only the genius 
who will do away with landing and rising difficulties— 
who, in other words, will make vertical flight or de- 
scent possible, so that any back yard or house-top will 
do as well as the broad fields of Mineola. 


Initialing Surgical Patients 

Dr. Evan O'Neill Kane recently described, in The 
American Journal of Surgery, his method of tattooing 
his initials near the scar of operation, and the date as 
well, making use of the radio modification of the Morse 
alphabet. This can be done very quickly by means of a 
cambric needle or a pen, scratching or picking through a 
smirch of India ink. 

Practically the only reason given by Dr. Kane for his 
unique practice is that by this means he can tell, in the 
hurry of office examinations, whether a patient under 
observation has been operated upon by him or by an- 
other. 

Dr. Kane argues, however, that artists and sculptors 
affix their names or initials to masterpieces, and that 
therefore the surgeon should do the same. 


The Alleged Child Addict 

Despite the insistence of some citizens, New York 
City officials who ought to know deny that drugs of 
the narcotic class are sold to school children in the streets 
and elsewhere. Dr. Carleton Simon, for example, states 
that there is not a single case on record of any school 
child being a drug addict. He has never seen a school 
pupil who was a drug addict. This testimony is con- 
firmed by officials of the Society for the Prevention of 
Cruelty to Children and by Mary Hamilton, police- 
woman. 

It has been suggested that earnest and persistent alle- 
gations of this sort are psychologically similar to war- 
time atrocity tales and not particularly creditable to 
those who originate or repeat them or indicative of a 
high degree of intelligence. 


Sunning the Masses and Classes 
One hears it said very frequently that the rich and 
the poor receive good medical care, while the great 
middle class is rather hard put to it to get a square 














































diagnostic and therapeutic deal at a cost commensurate 
with the means of its members. 

But it is becoming a question whether the poor do 
not receive better care than the rich at many points. 

One of these points has to do with ultraviolet-ray 
treatment. The use of this element in sunshine or in 
artificial sources is increasing greatly, and its application 
seems to be largely to groups of children of the poor in 
institutions. 

During those months of the Winter when sunshine is 
scanty and children receive scant ultraviolet rations on 
that score, the institution children, in selected groups, 
are given artificial sunshine baths with the most benef- 
icent results. 

It may be said that the children of the rich are taken 
to Palm Beach and Miami. We doubt whether any 
children, sick or well, are wanted by wealthy parents 
in such resorts. We fancy they are left at home during 
the Winter morths—most of them. 

It will probably not be a great while before munici- 
palities will see to it that the ultraviolet needs of all 
relatively poor children will be artificially supplied on a 
large scale, especially when poorly conditioned. Such a 
program is entirely feasible. 

Perhaps the poor little rich children will in time profit 
more or less from the demonstrations made by their 
more fortunate brothers and sisters of the tenements. 
Let us at least hope so. 





Miscellany 


Conducted by ArtHur C. Jacosson, M.D. 





Academic Lutes, Harmonicas and Accordions 


It was just after an Academy of Medicine lecture 
that a bright suggestion was made by one of our witty 
friends of Celtic extraction. The lecture had been dul! 
and unpractical and was delivered in a trying, sing- 
songish tone. The Celtic friend told us what was needed 
to make such a lecture effective or at least tolerable. 
A violin obligato, if you please! 

Some of our fantastic, abstract and super-scientific 
addresses need obligato accompaniments even more 
than the out-and-out dull ones. We should say on an 
organ, with drums. 

The pipes o’ Pan as oratorical synergists! Musical 
clinics! Statistics attuned to the zylophone! The trom- 
bone or cornet stepped down to that inaugural spiel! 
After-dinner panegyrics to the lascivious pleasings of 
the piccolo! 

The clavilux color organ used at the Neighborhood 
Playhouse in Manhattan would help out some of our 
speakers immensely. It is still less obtrusive (if at all) 
than sound-producing instruments and expresses or elu- 
cidates many moods. 

Drenching an entire auditorium, or the speaker and 
stage, or the speaker alone, in various color effects, ac- 
cording to the vein in which words are spoken, as prac- 
tised at St. Mark’s-in-the-Bouwerie, is another resource 
to which medical orators should give attention. 

The ordinary spot-light of the theatre should make a 
strong appeal to the least modest of our colleagues. 

What sort of a talk needs no obligato? 

Answer: Any practical talk, as exemplified by the 
Friday afternoon lectures of the Medical Society of 
the County of Kings. 
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Diabetic Coma 


The findngs in sixteen cases of coma are reviewed by Nellis 
B. Foster, New York. The immediate cause of acidosis is that 
the amount of carbyhydrate oxidized is inadequate to effect the 
completed oxidation of fat. As a result, fats burn only to the 
ketone stage through which all fatty acids pass in the process 
of oxidation to carbon dioxide and water. In order to prevent 
further ketone formation, it becomes necessary to insure the 
utilization of enough glucose to balance the amount of fat 
burned. When acidosis is not profound, tefore coma is pres- 
ent the glucose in the blood appears to be sufficient; but at 
later stages of the intoxication this seems not to be the case, 
and glucose must be supplied along with insulin. On the basis 
that the blood is 10 per cent of the body weight, the total glu- 
cose in the blood varies in different cases from 30 to 75 gm. 
More is constantly formed, and the excretion through the kid- 
neys is also continuous, This is insufficient glucose, even if 
entirely utilized, to correct the disorder in fat oxidation. There- 
fore it becomes advisable to inject glucose solution, which is 
easily done into a vein. It has also the added advantage that, 
if done at intervals, very large doses of insulin may be used 
without fear of “insulin shock.” When the severity of the case 
requires it, 20 gm. of sugar may be injected as a 50 per cent 
solution every two hours until the patient is able to drink orange 
juice, 

There is no reliable guide for the early dosage of insulin. 
The initial dose should be somewhere between 30 and 75 units. 
Foster has not given less than 40 units, and on one occasion 
gave 150 units as the first dose. After the first dose of in- 
sulin, the patient should be catheterized every two hours and 
the urine tested for sugar. If there is much sugar, it is safe 
and wise to use more insulin; the dose must be judged by the 
progress of the case. Naturally, when glycosuria ceases, in- 
sulin should be discontinued. Frequent urine tests during the 
period of treatment of cases in coma are absolutely indispens- 
able. There is no other guide for the use of insulin in these 
cases. In Foster’s opinion, the wise method is to use liberal 
doses of insulin, giving part of the initial dose intravenously, 
and then insure the glucose content of the blood by frequent 
intravenous injections of dextrose. 

In a majority of the cases reviewed by Foster, the glucose 
was found to be between 0.600 and 0.900 mg. per cubic centi- 
meter. The highest figure was 1,260. Excepting only the young. 
the heart should be regarded with suspicion in every case of 
severe acidosis. There is notable at necropsy in every case evi- 
dence of myocardial degeneration, and in relatively young 
adults, this may be pronounced and combined with a surprising 
degree of arteriosclerosis. The various procedures to be ex- 
ecuted in coma cases are exacting, and the need of promptness 
is so great that some sort of system has to be developed. As 
soon as the diagnosis is made, insulin is to be given, part of the 
dose intravenously. If the temperature is subnormal, hot water 
bottles are placed around the feet and in the axillae. As soon as 
possible, injections of saline solution are started by hypo- 
dermoclysis, and if the patient is severely desiccated and shocked, 
also intraperitoneally. 

If the patient had been vomiting before coma developed, the 
stomach is washed out with warm saline solution. The bowel 
is emptied by giving a high enema. Presumably the patient 
has been catheterized to secure a specimen for diagnosis, and 
at the end of two hours the bladder is again emptied and the 
urine tested for sugar and with ferric chlorid. This must be 
repeated at two hour intervals until consciousness returns. If 
after two hours there seems to have been no improvement in 
the patient’s condition, the dose of insulin should be as large as 
the initial dose, but the patient should be protected by an intra- 
venous injection of glucose. If matters are progressing favor- 
ably, a dose of from 20 to 25 units every two hours is continued 
till the urinary sugar begins to fall; then the insulin may be 
discontinued for a period. The pulse is watched, and if it be- 
comes weak or rapid, caffein or ouabain is given hypodermically. 

As soon as the patient is sufficiently conscious to be able to 
drink, he is given first hot broth or black coffee, 2 or 3 ounces 
(60 or 90 cc.) at a time, every fifteen minutes. Hot liquids 
seem less likely to cause vomiting. After a couple of hours we 
use lemonade, sweetened with glycerin, and as much orange 
juice as the patient craves. During the first twenty-four hours, 
milk and orange juice are the only foods permitted, a liter of 
milk and the juice of from six to ten oranges, which amounts to 
about 100 gm. of carbohydrate and 1,000 calories. Ketonuria 
often disappears in a day, though it may last several; but the 
sugar usually disappears from the urine within twenty-four hours. 
It may reappear later after the insulin is temporarily discon- 
tinued. After the patient has recovered from clinical acidosis, 
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the further treatment proceeds as in any diabetic case a matter 
of die adjustment and probably the use of insulin—(J. A. 
M., A.) 





. Periarthritis 
(Concluded from page 136) 


Examination 


There was slight swelling over the area occupied by the sub- 
deltoid bursa on the right side. There was slight atrophy of the 
subdeltoid muscle. Tenderness was present and was localized 
to the region of the subdeltoid bursa. 

There was distinct limitation of abduction after a right angle 
was reached and beyond that passive abduction was restricted 
and painful. Inward rotation was also limited and painful. 

The other movements of the shoulder were free and painless. 

The left shoulder was normal. 

A diagnosis of periarthritis of the right shoulder following 
a subdeltoid bursitis, was made and a subsequent x-ray picture 
disclosed calcareous deposit in the region of the subdeltoid bursa. 
(Figure 5). 

Treatment 

The treatment as previously outlined was instituted, and when 
the patient . discharged, the movements of the shoulder were 
free and painless. 

Comment 


These cases demonstrate that the mere presence of a calcareous 
deposit does not influence the nature of the symptoms. Clinically 
the case recovers in spite of the persistence of the calcareous 
deposit, and cases have been reported in which the calcareous 
deposits have disappeared and the clinical picture had remained 
unchanged. 


Summary and Conclusions 


1. Painful stiff shoulders may occur at any period of life, but 
is more common between twenty and fif 

2. It occurs more often in women than in men. Two hundred 
and fourteen out of three hundred cases having occurred in 
women. 

3. In most instances it is usually the result of mild trauma 
frequently repeated. 

4. It usually is a late result of an acute subdeltoid or sub- 
coracord bursitis. 

5. The presence of calcareous deposits in the region of the 
subdeltoid bursa is of no clinical significance. In only two cases 
out of one hundred which had been examined by x-ray, were 
calcareous deposits present. In one of these cases a calcareous 
deposit was also demonstrated in the normal shoulder. In the 
other the clinical picture was out of proportion to the extent of 
deposit present. 

6. Operative procedures should be instituted only in those 
cases in which conservative treatment, conscientiously carried out, 
fails to give relief. In these cases the entire bursa should be 
—~ ae Removal of the calcareous deposits only, is of no 
avai 

7. In the early acute cases, rest with the arm immobilized in 
the correct position and local heat in any form generally offer 
relief to the patient. ‘ 

8. In the later and chronic cases, baking, stretching, passive 
and active movements and exercises have proved helpful. 

9. Treatment should be carried out until the movements in the 
shoulder are free and painless. 





Common Ailments In Children 
(Concluded from page 142) 


Chroni¢ bronchitis is usually secondary to repeated 
attacks of acute bronchitis, cardiac or pulmonary dis- 
eases, chronic nasopharyngitis, or rachitis. The treat- 
ment is primarily of the underlying disease. An equable 
warm climate is beneficial. Tonics like cod liver oil, 
iron, quinin and strychnine are indicated. Guaiacol car- 
bonate with saccharated ferrus carbonate has given me 


good results. 
Sleeplessness 


Many children are restless and sleepless at night. 
Some children after sleeping for a while wake up with 
a sudden cry and fear, others gaze in terror before they 
are quieted and put to sleep again. The milder cases 
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are the result of either a too cold or a too warm room, 
large tonsils and adenoids, late and heavy suppers, con- 
stipation, over-distended bladder and pin worms. The 
more severe cases are the result of a weak nervous sys- 
tem being upset by too much excitement, fear, worry 
and hideous tales. 

The treatment consists in the removal of the cause. 
Pin worms as a cause of night restlessness should never 
be overlooked. One grain of santonin with one grain of 
calomel made in six powders and given one every hour 
during the day, followed at night by an enema cogsist- 
ing of 10 drops of pure oil of turpentine to a glass of 
warm water, will give the child restful sleep. In the 
severe type care should be taken to eliminate every in- 
sult to the nervous system. General good care, nutritious 
food, a warm bath at night and a few grains of cal- 
cium bromide at bedtime will do much good. 

213 East Broadway. 





Re-Registration Resurgam 
(Concluded from page 138) 


Three blank forms on single ticket—with a stub (re- 
cording filing) 

To be held by one applying. Then ‘the Regent’s, 
verifying 

His demand for recognition—finding naught disquali- 
fyin 

Him as Healer, SHALL THEN ISSUE those three 
forms (thus certifying) — 

One to Clerk and one to Person—one for Records of 
the Regents. 


You will find just one good Section, numbered hun- 
dred-seventy-three, 

In the bill called Karle-Dunmore; read and add it 
and you will see 

Not alone a measure Legal, but a Bill that guards 
the Healer 

Of the Peoples’ ills from menace through abuse of 
Police Power 

Yet insures the strict accounting asked for by the 
Board of Regents. 


Now, then, Doctor, it’s your duty to attend your 
County Meetings 

And to say your say emphatic, that the tricks and 
double-crossings 

Which for five long years of fighting have embar- 
rassed Kings and Queens 

Shall be ended, NOW, and never shall duplicity and 

Be permitted in the Journal, by the Council, from 
the Regents. 


Epinephrin in the Pain of Herpes Zoster 

W. W. Duke, Kansas City, Mo., has had four years’ experi- 
ence with epinephrin in the treatment of herpes zoster. He has 
been disappointed in its effect on the vesicular lesions, but in more 
than half the cases it relieved the pain almost immediately, if 
given in adequate dosage. In using epinephrin in this cond tion, 
it is necessary to adjust the dose to suit the individual case. 
The dose should be pushed until the paticnt experiences relief 
or an epinephrin tremor. The amount necessary to give relief 
or tremor varies in different individuals from 1 minim up to 
several cubic centimeters—in fact, it varies in the same indi- 
vidual at different times almost to this extent. As a general 
rule, it should be given subcutaneously in doses of about 0.5 c.c. 
at five-minute intervals, until the patient is eithor relieved or 
shows a distinct tremor. When the tremor appears, the pain in 
the majority of cases disap It usually returns in from 
two to twenty-four hours. The ¢ dose of epinephrin can then be 
repeated and continued indefinitely without injury to the patient. 
As a rule, it makes the use of morphin unnecessary. or at least 
reduces its necessity to an occasional dose—(J. A. M. A., ; 
13, 1924.) 



































Dry Therapy in Endocarditis 
(Concluded from page 146) 


docarditis in spite of the negative blood cultures be- 
cause of the following findings: 

1. A murmur. 

2. Successive crops of petechise. 

3. <A picture of pulmonary and renal infarcts. 

4. Joint envolvement. 

5. Temperature curve. 

The enlarged spleen is strongly suggestive of an 
old malariai involvement because of its firmness, size, 
painlessness and transverse enlargement. The transi- 
tory lung signs may be explained on the basis of a 
pulmonary infract and the hematuria plus tender- 
ness over the renal region as of a possible infarct of 
the kidney. The ascitis did not reoccur after tapping. 

The intravenous administration of neutral acrifla- 
vine undoubtedly to my mind influenced the course 
of the temperature, for at no time during the patients 
stay in the hospital, up to the time of the administra- 
tion of the drug, was the patient temperature free. 
There was some rise in temperature after the first 
administration but at no time after the second dose. 

He has remained apparently well and temperature 
free since then and left the hospital on Feb. 2, 1925. 


The temperature curve in this case was strongly 
suggestive of the pseudomalarial type of endocarditis 
described by Coleman’. Major* reports a case of 
recovery following the use of gentian violet therapy. 
Our case, however, which seemingly presented a 
more severe clinical picture gave the same definitely 
favorable reaction to dye medication. Libman’, Star- 
ling‘ and Gibson*® have reported a few cures in a 
large series of cases with their various methods of 
treatment. 

Because of the extremely fatal course of this dis- 
ease I believe that this method of medication is de- 
serving of attention and trial. 


(1) Coleman, (W.), The Pseudemalarial Type of Infective Endocarditis. 
Am. J. M. Sc., Phil. and N. Y., 1905 n.s., cxxix, 381, 390. 

(2) Major, (A. H) Recovery from ute Bacterial Endocarditis fol- 
lowing Gentian Violet Therapy. J.A.M 84, No. 5, 1925, 278, 279. 

(3) A study of the endocardial lesions of kh endocarditis containing 
clinical notes and references on a number of cases with particular 
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Diagnosis and Treatment 


Feminine Cosmetics and Digestive Disorders 

In calling attention to the disorders traceable to the use of 
cosmetics, Dr. Yagiie (La Medicina Ibera, Jan. 6, 1923, 
XVii, p. 12) recalls that, at the close of the last century, one of 
the tyrannies of fashion was the vogue of the slender waist, in 
which the attainment of a wasp-like contour was striven for. 
Radiation frequently indicated that mesogastric ulcer resulted 
from the practice of bodily constriction. 

Following closely upon the slender waist, there came the re- 
turn of a previous fashion, still existent—that of the inordi- 
nately high heel—and this appears to have exercised an influence 
upon abdominal statics as well as dynamics. This recrude- 
scence of the high-heel fashion had, apparently, a further result, 
so far as concerns the abdominal viscera, viz., the suppression 
of the corset. 

At a later date, feminine esthetics, especially regarding cos- 
metics, gave fresh evidence of its powerful tyranny, and in- 
stances of considerable injury to the digestive organs have been 
observed. The preservation of the slender figure was held to be 
essential, and fat women did not harmonize with popular taste. 
Good-looking damsels, particularly those attaining moderate adi- 
posity, in their desire to maintain their ideas of estheticism, com- 
menced self-treatment by depriving themselves of certain arti- 
cles of diet, and then they crippled their digestive and nervous 
apparatuses by the imbibition of tea and other drinks. Tea being 
a secretagogue and these young women’s alimentary rations hav- 
ing been diminished, and hunger increased by the stimulation of 
gastric secretion, latent ulcers, with fairly well-defined symp- 
toms, were soon noticeable. 

This was not the only danger arising from the condition of 
attenuation ; the organic reserves, having been diminished by the 
enforced fasting, any serious intercurrent illness bore all the 
serious aspects noted in an emaciated individual, and the dreaded 
Koch bacillus often found entrance. At times, not satisfied with 
the degree of slimness attained, women have had recourse to 
the dangerous expedient of pharmacotherapy, their first experi- 
ment being always with thyroidin. 

Digestive phenomena have been noted in persons endeavoring 
to beautify their eyes by applications of cosmetics, into the com- 
position of which atropin evidently enters, and which give rise 
to disorders, especially of a digestive character, not always 
amenable to treatment. 

The author offers a word of warning to the profession in 
regard to the pernicious action exercised upon the digestive ap- 
paratus, as also upon other organs, by the face and lip paints 
used by women and girls. 

In treating the obese, physicians always should proceed with 
caution in regard to the condition of the digestive apparatus. 

It must not be forgotten that there is a possibility of the ex- 
istence of glandular (and, very especially, ovarian) insufficiency, 
which for some unknown reason, it is the custom to endeavor to 
ignore, and which requires organotherapeutic treatment and some- 
times creates digestive disorders. There may also be trouble in 
alleged reducing preparations, many of which contain iodides 
which are certain to undergo elimination by the salivary glands, 
oof to be swallowed again—(Endocrine Survey, Jan., 


Demonstrating Tubercle Bacilli in the Urine 

In the method described by Stephen G. Jones, Boston, a 
catheterized specimen of urine is centrifugated at lowest speed 
for two or three minutes, thereby removing the bulk of the pus 
and detritus. The supernatant cloudy fluid, containing a few 
pus cells and the bacilli, is poured off, one half is discarded and 
the remaining half is poured into a second centrifuge tube. To 
this half filled tube, one quarter volume of 95 per cent. alcohol 
is added, the remaining quarter being distilled water. This 
mixture is centrifugated at highest speed for forty-five minutes 
until clear, the supernatant fluid discarded, and a smear made 
from the sediment obtained with a flamed wire loop. The smear 
is allowed to dry and is then fixed by being passed rapidly two 
or three times through a Bunsen flame. The centrifuge must 
be an electrically driven high speed machine. When carrying 
a load of four tubes, it should make from 2,000 to 2,100 revolu- 
tions per minute, which produces a force 1.077 times that of 
gravity. The Ziehl-Neelson stain is employed. A more delicate 
stain is obtained if a steam bath is used rather than heating the 
smear with the direct flame. This is easily accomplished by 
placing the glass slide over the open top of a can containing 
steaming water. In this way the stain is heated sufficiently 
without danger of precipitating the dye. Twenty minutes 
suffices. The preparation is decolorized by exposure to 30 per 
cent. nitric acid, followed by alcohol (Czaplewski’s solution) of 
to 20 per cent, sulphuric acid. The pitfalls are that occasionally 
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nitric acid and alcohol may not decolorize all acid-fast bacilli 
other than tubercle bacilli. Twenty per cent. sulphuric acid will 
decolorize all other acid-fast bacilli, but may also decolorize 
tubercle bacilli. The decolorized smear is washed with water, 
and counterstained with methylene blue. Several hours’ search 
will often disclose the solitary group of bacilli which otherwise 
will be missed—(J. A. M. A., Dec. 13, 1924.) 


Colloidal Inhibition of Anaphylactic Shock 

H. T. Karser and E. E. Ecker make the observation that 
the colloids Congo red, dextrin and glycogen do not inhibit 
anaphlactic shock. Although not definitely proved in these ex- 
periments, there is no doubt that the protein colloid, Witte pep- 
tone, is definitely inhibitory to anaphylactic shock. Inhibition 
of anaphylactic shock by lipoid colloids such as cephalin is sug- 
gested but a critical examination of the method, does not 
conclusively support this hypothesis. There is no ground at 
present for assuming that colloids as such inhibit shock, but 
this cannot as yet be applied to the hypothesis that anaphylactic 
shock is due to disturbance of colloidal balance. Anaphylactic 
shock produced in sensitized guinea-pigs by intravenous injection 
of homologous serum permits no satisfactory interpretation of 
relative degrees of sensitization or inhibition, either on the 
basis of clinical symptoms or fatal results—J. Inf. Dis. 34, 


636 (1924). —— 
Gold Treatment of Tuberculosis 


We have already on two occasions given particulars with re- 
gard to Professor Holger Moellgaard’s new method of treating 
tuberculosis. The well known difficulty of securing penetration 
of the lipoid envelope of the tubercle bacillus is thought to have 
been solved by “sanocrysin,” which is described as an inorganic 
compound of gold and sodium. It is believed to combine with 
the bacilli, and so to render possible the bactericidal action of the 
gold component. Intravenous injection has been recommended, 
but intramuscular injection has also been found suitable. The 
sanocrysin appears to remain in the body for four to six days 
after injection, and to be capable of bactericidal activity to the 
end of this period. 

From the results of experiments on animals, Moellgaard be- 
lieves that the remedy has no bad effect on the blood vessels, 
the blood corpuscles, or on the organs of the body. Blood 
pressure and respiration were not affected, and the kidneys were 
injured only if large doses were suddenly administered. Re- 
actions occurred when the remedy was injected into tuberculous 
animals, and Moellgaard’s next step was the preparation of a 
serum containing antidotes to these reactions, but not interfering 
with the bactericidal effects. Dr. Secher of the Bispebjaerg 
Hospital, Copenhagen, has given an account of nearly 300 patients 
in various stages of the disease, and has discussed the dose which 
should be used in man. The treatment, he says, is not agree- 
able, but by means of it the duration of lesser degrees of 
tuberculosis was much shortened, and in the more chronic cases 
good results were obtained if there remained a sufficient amount 
of tissue with vital energy. In some cases of rapid phthisis 
complete arrest resulted and this happened also in some cases of 
miliary tuberculosis. 

Dr. Secher uttered the warning that in these more severe 
forms of tuberculosis the treatment was always extremely dan- 
gerous; it proviaea a last chance for the patient which might 
fail, and in that event might accelerate death. Early cases of 
glandular and pulmonary tuberculosis in children were treated 
with excellent results, but the later stages were less amenable. 

cal application of the remedy in surgical tuberculosis had 
proved beneficial. It is reported that special laboratories for 
the production of sanocrysin have been established under Pro- 
fessor Moellgaard’s direction, and that he has transferred the 
right of production to a company in Copenhagen. The whole 
of the manufacture, from the solution of gold in acid to the 
packing of the sanocrysin powder in small sealed glass vessels, 
is performed under strict aseptic conditions, and Professor 
Moellgaard does not propose to make the material available for 
general use until satisfactory results of these trials have been 
reported.—( Brit. M. J. 3343; 176, 1923.) 


Bronchial Spirochaetosis 

Much has been written in recent years upon a pulmonary 
condition to which the term bronchial or broncho-pulmonary 
spirochaetosis has been applied. Dr. Y. Schwarz recently de- 
scribed in the Lancet five cases which he had under his care 
in Cairo, while a case in a suspected tuberculous subject at 

ontana was described in our correspondence columns on Jan. 
17. In the last named case a radiograph showed a definite 
Opacity at the apex of the right lung. 

Bronchial spirochaetosis was first described by Castellani, who 
based his diagnosis on the presence of numerous pirochaete in 
the sputum of two cases of haemorrhagic bronchitis observed 
by him in Ceylon in 1904. Since that time a considerable litera- 
ture has gathered round this subject. Macfie, Galli-Vallerio, 
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Violle, Dalimier, Dargallo, Farah, Mendez, Robert, Korthof, 
Carini, Browne, de Mello, Risquez and Faust have reported cases 
from Africa, France, Italy, Switzerland, Spain and Portugal, 
England, Brazil, Venezuela, China and Dutch. East Indies. These 
papers, though informative regarding the cause of the disease, 
its treatment and manner of spread, are curiously silent regard- 
ing its true pathology. Some underlying pathological condition 
has been presumed to exist, but the possibility of the spirochaetes 
complicating other well-known pulmonary conditions, such as 
tuberculosis, appears to have been overlooked. The question of 
the relationship of the spirochetes at the mouth to one another 
and to the spirochaetea bronchialis, described by Fantham, in 
1915, needs clearing up. 

Fantham regarded this organism as distinct from other spiro- 
chaetes occurring in the mouth, whereas Schwarz, in his recent 
paper, figures these organisms associated with fusiform bacilli 
as in the case of the familiar Vincent’s spirochaete; in both in- 
stances recorded pyorrhoea alveolaris was present, in the pus of 
which these latter organisms abound, and Vincent himself be- 
lieves S. bronchialis and S. vincenti to be identical. Moreover, 
the specificity of S. buccalis and S. dentium, which can be univer- 
sally demonstrated in the oral cavity, is by no means decided. 
Muhlens, in discussing this question declares that German path- 
ologist regard spirochaetes in the sputum as being of little 
importance. These organism, he says, are found in enormous 
mynbers in inflammatory conditions of the mouth and pharynx, 
and under suitable conditions may spread to the lungs. He is 
therefore of the opinion that broncho-spirochaetosis is not rec- 
ognizable as a characteristic disease. 

Pons, basing his opinions on observations made in Saigon, has 
also come to the same conclusion. Dental carries, he finds, 
greatly favors the presence of spirochaetes in the sputum. He 
was fortunate enough to secure an autopsy of a patient who had 
been expectorating spirochaetes in blood-stained mucus, but no 
pleuro-bronchial lesions could be found to account for it. In 
the bronchial mucus itself there were spiroahe tes, but as the 
higher portions of the respiratory tract were reached, they became 
more numerous. It appeared logical to conclude that the spiro- 
chaetes in the sputum before death were identical with those 
occurring in the mouth, so that, in considering the morphology 
of these spirochaetes, he is driven to the conclusion that it is 
practically impossible to differentiate S. buccalis from the so- 
called S. bronchialis. 

Under these circumstances, it is surely somewhat venturesome 
to speak of bronchial spirochaetosis complicating pulmonary 
tuberculosis as in cases quoted by Bloedorn and Houghton, and 
Korthof and to a recent review by Delamare. In the cases 
recorded by Pons, the probable sequence of events is that an 
invasion of the respiratory tract by pirochaetes from the mouth 
takes place under conditions which facilitate their multiplication 
as in pulmonary tuberculosis; for, when the patient makes a 
good recovery from the latter, the spirochaetes tend to disappear. 
The authenticity of this condition having been criticized upon 
unquestionably sound evidence, it would be advisable for the 
whole matter to be reconsidered, in light of recent facts, before 
accepting, without cavil, bronchial spirochaetosis as a distinct 
clinical and pathological entity—(Lancet, 1: 7: 346, 1925). 


Connection Between Lues and Tuberculosis 

Ritter reports in Germ. Woch. two cases which he says demon- 
strate the direct connection between tuberculosis of the glands 
and a fresh leutic affection in these cases, the tuberculosis having 
been provoked by the luetic infection. He gives both case his- 
tories of which he goes on to say in neither cases was there 
any tuberculous history or any lesions of tuberculosis before 
the infection with syphilis. It must be assumed, he says, that 
there was latent tuberculosis of the glands in both ceses, and 
that the syphilis aroused the bacilli to activity. The author cites 
experiments which he made on guinea pigs with tuberculous 
glands in which he used Roentgen rays and aroused the latent 
bacilli. He thinks that a combination of lues and tuberculosis 
of the skin is often seen. In all tuberculosis persons who have 
glandular, pulmonary, or genital tuberculosis very often react 
with the corresponding lactic symptoms when they acquire syph- 
ilis, they develop micro-papulous exanthems, either grouped or 
ungrouped. The micro-papules in which one almost never finds 
spirochetes have the histological structure of a tubercle nodule. 
—U. and C. Rev., Feb., 1925). 


Treatment of Addison’s Disease 
In a case of Addison’s disease, L. G. Rownstree reports re- 
markable results from a regimen consisting essentially of adrenal 
gland substance by mouth and epinephrin by hypodermic injec- 
tion. In addition to organotherapy, there is need of much rest. 


The insomnia which is frequent may require hypnotics. Heat 
should be applied, both by external application and by drinks. 
Fresh air and sunshine are beneficial—(Northwest Med. Sep- 
tember, 1924.) 























































Thyroid Dosage 

The impression we have of the method of estimating thyroid 
dosage has always been indefinite. Repeatedly we have said, 
“There is no accurate dose of thyroid extract, save dose enough.” 

Dosage cannot be estimated by considerations of weight, for 
in thyroid insufficiency the weight almost invariably is abnormal 
to start with. Neither is age a criterion by which to measure 
dosage, for some children require comparatively larger doses 
than adults. Of course, where thyroid is to be given to a 
small child, one naturally will commence with a very small 
amount, but that happens to be the best advice to give regard- 
ing the use of the same remedy for grown persons. 

The “step-ladder method” seems to be the best method, for in 
following it, one virtually is “feeling his way,” and doing so in 
a uniform, routine fashion. This particular plan involves one 
daily dose of %, 4% or % grain of desiccated thyroid for one 
week. During the next week, two such doses are given. During 
the third week, a third similar dose is added. In some cases— 
depending upon the severity of the clinical demand for thyroid, 
equally with the response of the individual to the treatment dur- 
ing the first three weeks—a fourth dose is added during the 
fourth week, while all thyroid is omitted during the fifth week. 

This procedure may be repeated more than once, for thyroid 
therapy is advantageous in proportion to the need for it as well 
as to the length of time it is carried out. 

Recently, our attention was called to a new method suggested 
by two Viennese investigators, Nobel and Rosenbluth, who be- 
lieve that they have found a formula for determining the op- 
timum dose of thyroid in children with myxedema (Wien. klin. 
Wehnschr., June 26, 1924, xxxvii, p. 641). They use an arith- 
metical factor, i. e., the square of the sitting height in centi- 
meters multiplied by 0.01 mg. As an illustration: If the sitting 
height is 60 cm. the dosage of desiccated thyroid is 60 x 60 x 
0.01 mg., or 0036 Gm. 

But we cannot agree that this formula is applicable in every 
case, for the height-weight relation varies greatly and so, too, 
does the absorption-rate as well as the degree of ability of the 
organism to utilize the product administered. This last factor 
is particuarly important, for those who are in the habit of ad- 
ministering organotherapeutic products know that the efficacy 
of a given remedy is largely dependent upon the avidity with 
which the body cells avail themselves of the proffered thyroid— 
or, as we have previously called this, “the degree of hormone 
hunger.” Since this factor varies greatly, we shall not be able 
to depend upon any mathematical calculation in estimating our 
dosage—(Endocrine Survey, Jan., 1925.) 


The Acidic Value of the Urine in Skin and Other 
Manifestations 

A. Whitfield thus writes to the Lancet: 

It has been my routine practice for many years past to examine 
the urine of my private patients by a long series of tests including 
the reaction to litmus. In by far the greater proporition of 
cases of acne and so-called “seborrhceic” dermatitis, the reaction 
has been found to be either very mildly acid to litmus or ampho- 
teric, though on rare occasions either a high acidity or a high 
alkalinity has been met. I have inquired of my biochemical 
friends as to the validity of the simple litmus test and have 
been informed that it is satisfactory, any error in the litmus 
test lying rather on the side of its indicating a higher degree 
of acidity than is actually present. 

When Drs. Barber and Semon published their researches on 
the acidity of the urine associated with “seborrhceic” dermatitis 
during the war I endeavored to control their work in this 
country but was unable to obtain confirmatory results, as I 
believe was the case with others who attempted to control work. 

I therefore came to the conclusion that what they had de- 
scribed was a state of things due to the special conditions in the 
field and was not to be found in ordinary civilian life. I am in 
a position to state definitely that the urine of most cases of 
of acne and “seborrheeic” dermatitis as seen by me in large num- 
or) is not notably high in acidity or alkalinity—(Lancet, 1:7: 


The Etiology of Alopecia Areta 

The etiology of alopecia areata has long been the subject of 
worry among its victims, who express disappointment amounting 
to indignation that neither prevention nor cure of this disfiguring 
malady is in their power. Says N. Walker. It is at any' rate 
possible to comfort them by the assurance that though a family 
tendency to patchy baldness may exist, the majority of der- 
matologists see no reason to regard the condition as contagious. 
Sir Norman Walker, in the new edition of his book, is one of 
few who still clings to the suspicion that alopecia areata is due 
to an external infection. But the evidence for this theory will 
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hardly bear analysis. Haldin Davis and others have shown the 
explanation of at least some of the alleged epidemics in schools 
and institutions to be imitation of one or two genuine cases; 
the interest aroused by the earlier cases has led to other children 
“plucking” their hair, producing what may be called “alopecia 
artefacta”; others, as Sabouraud points out, have heen epidemics 
of impetigo, the impetiginous areas on the scalp having become 
denuded of hair. . 

The familial incidence of alopecia area is much less common 
than of psoriasis; yet Sir Norman Walker does not suggest that 
the latter disease is contagious, but is inclined rather to make 
light of the hereditary factor in its aetiology. A study of the 
evolution and nosology of alopecia areata, and of the mode of 
formation and characteristics of the exclamation-mark hair, 
leads inevitably to the incrimination of the sympathetic fibres 
supplying the hair-bulbs. } 

A point of great significance is that in the formation of the 
exclamation mark hair there is an lateration in the distribution 
of the pigment, which becomes collected into clumps at the distal 
end, while the proximal part is completely depigmented. This 
pigmentary change is exactly analogous to that which occurs in 
vitiligo, and the two diseases are frequently associated, one or 
both being common in Grave's disease, in which disturbance of 
sympathetic is so predominant a factor. It is impossible to 
reconcile these facts with the theory of external infection. The 
exhaustive researches of Sabouraud, himself at one time a por- 
tagonist of this theory, as detailed in his latest work on diseases 
of the scalp, should surely have disposed of it—(Lancet, 1: 7: 
346). 


Bibliography 

Tasker, Arthur N., Army Medical Museum, Washington, 
District of Columbia. Preparation and publication of the Index 
Medicus. (For previous reports see Year Books Nos. 2-22.) 

In the third volume of the current series of the Index Medi- 
cus (that for 1923), there are 55,341 references to book titles 
and journal articles covering 1,113 pages, while the author index 
comprises 113 pages. The corresponding figures for the pre- 
ceding year were 1,050 and 111 respectively. This is a slight 
increase in size of the last volume over its predecessor, but such 
increase is not proportionate to the increase in the literature 
constituting the sources from which the material is drawn. 

Noticeable changes have taken piace in the past twelve months 
regarding literature relating to medicine and its allied and as- 
sociated sciences. Thus, there has been seen the reappearance 
of writings in the Russian and Polish languages in considerable 
volume. Not only so, but critical examination of such contribu- 
tions indicates that the research work and clinical observations 
upon which they are based are of a high order. Russian medicine 
must be assumed to have preserved, either intact or not seriously 
damaged, most of the fine scientific traditions which characterized 
it in pre-war days. This is very comforting, in view of fears 
so often expressed in the English-speaking world that Slavic 
science had suffered fatal injury in the period of economic and 
political flux which the Russian nation has been undergoing. 
Again, it may be stated in fairness that the quality of the med- 
ical literature throughout the civilized world has much improved. 
Following the World War many pens were very busy, but their 
products were characterized in too great measure by an easy 
verbosity that served more to obscure than to clarify such real 
truth as they might have contained. Today this is changed, and 
we find that in ever-increasing measure the literature of medicine 
reflects substantial progress which carries with it an augury of 
good for the human race and a promise of greater relief in the 
future from physical ills. 

The Index Medicus still purports, as in the past, to serve as 
a clearing house for this great mass of the recorded results of 
medical and surgical research in its practical entirety. 

[Extracted from Carnegie Institution Year Book No. 23, 1924, 


page 225.] 





President Sanger 

Dr. W. T. Sanger. one of the most prominent young educators 
in the South, has just been elected to the Presidency of the 
Medical College of Virginia and will assume his duties July Ist. 

Dr. Sanger received his Ph. D. Degree from Clark University 
in 1915, having done his graduate work in Psychology under 
Dr. G. Stanley Hall. 

Dr. Sanger goes to the Medical College of Virginia from the 
State Board of Education where he has served as Secretary for 
several years. This work has kept him in close touch with the 
educational progress in the country and he will bring to his 
new position a combination of youth, enthusiasm and experience. 
rarely found in one of his age. He succeeds Dr. Stuart Mc- 
Guire, whose duties as a surgeon make it impossible for him 
to give the Medical College of Virginia, as its President, the 
time necessary for the full development of the institution. 














